THE  NORTH  CAROLINA  RECREATION  COMMISSION 


TABLE  OF  CONTENTS 


Introduction— Harold  1).  Meyer  . . . - . . .  4 

Program  of  Institute  - _ _  5 

Registration  Badge  _ _ - . .  7 

Addresses 

Philosophy  of  Recreation  and  Recreation  in  the  Contemporary 


Scene— Charles  K.  Brightbill  _ _  _ - . -  8 

The  Situation:  Hospital  Recreation— Hal  Orion  . —  15 

Overall  Trends  and  Practices— Lillian  Summers  _  20 

Role  of  Recreation  in  Rehabilitation— Mrs.  Beatrice  H.  Hill  -  22 

Personality  Growth  and  Development— Alice  Moran  ...  _ _  26 

Lite  Effect  of  Recreation  on  the  Growth  and  Development  of 
Personality— Betty  McConnell  _ _ _ _ _  32 

The  Meaning  and  Significance  of  Illness— Paid  Haim,  M.D - - ... .  34 

The  Effect  of  Illness  on  the  Individual— George  C.  Ham,  M.D.  37 

Leadership— Marion  Preece  _ _ _ _ _  40 


Practices 

How  Can  Recreation  Needs  Be  Discovered  and  Met?— Madolin  Cannon  41 

The  Volunteer  in  Hospital  Recreation— C.  C.  Bream,  Jr.  ..  -  43 

Hospital  Administration  Looks  at  Recreation— James  W.  Murdoch  _  49 

The  Swap  Eest— Edgar  W.  Johnson,  Leader  _  50 

Evaluation  of  a  Good  Hospital  Recreation  Program— E.  H.  Pratt  _  51 

Evaluation  Procedure  and  Techniques  _ _ _  54 

Group  Sessions 

Federal  Hospitals— C.  C.  Bream,  Jr.,  Chairman  _  64 

State  and  Private  Hospitals— C.  N.  Carroll,  Chairman  _  66 


A  Selected  Bibliography  on  Hospital  Recreation- 


Compiled  by  Virginia  Gregory  - - -  68 

Delegates  and  Participants  _ _ _  72 


2 


HOSPITAL  RECREATION 


a  report  of 


THE  FIRST  SOUTHERN  REGIONAL  INSTITUTE 

ON 

HOSPITAL  RECREATION 


Sponsored  by: 

The  North  Carolina  Recreation  Commission. 

The  National  Recreation  Association. 

The  Hospital  Division  of  the  American  Recreation  Society. 

The  Hospital  Division  of  the  North  Carolina  Recreation  Society. 

The  Bureau  of  Recreation— Extension  Division  of  the  Univer¬ 
sity  of  North  Carolina. 

and  held  at  the 

University  of  North  Carolina  Chapel  Hill 

May  21st,  22nd  and  23rd 
1953 


Bulletin  Number  11 

Printed  by  The  North  Carolina  Recreation  Commission 
Education  Building  Annex 
Raleigh 


3 


Introduction 

Harold  1).  Meyer,  Director  of  the  Conference 


This  Hospital  Recreation  Institute  was  the  first  of  its  kind  held  in  the 
Southern  Region.  More  than  a  hundred  delegates  from  seventeen  states 
gathered  together  for  a  three  day  intensive  institute  related  to  this  rapidly 
growing  field  and  added  effective  knowledge  for  its  future  development. 
The  papers  presented  were  high  in  quality  and  the  general  discussions 
denoted  the  fact  that  Hospital  Recreation  has  grown  up  and  today  represents 
one  of  the  most  stimulating  and  challenging  contributions  of  Recreation 
in  the  contemporary  scene. 

The  program  was  formulated  by  a  group  of  leaders  representing  the 
sponsoring  agencies.  The  American  Red  Cross  and  the  Veterans  Administra¬ 
tion  made  rich  contributions  to  the  Institute  program  and  its  leadership. 
Thanks  is  extended  to  all  those  who  participated  on  the  program  and  to 
the  delegates  who  shared  in  the  general  discussions. 

The  Institute  was  opened  by  welcome  remarks  from  three  of  the  Uni¬ 
versity’s  leaders— the  Chancellor,  the  Director  of  the  Extension  Division  and 
the  Director  of  the  Memorial  Hospital.  While  the  program  was  lull,  there 
were  opportunities  for  wholesome  get-togethers  in  sharing  experiences,  re¬ 
newing  friendships  and  becoming  acquainted. 

These  proceedings  are  printed  by  the  North  Carolina  Recreation  Com¬ 
mission.  They  come  to  the  leadership  in  the  hope  that  they  will  add  richly 
to  the  growing  volume  of  knowledge  in  this  fascinating  field  and  will  play 
a  part  in  its  further  expansion. 

As  the  general  field  of  Recreation  grows  in  importance,  the  divisions  of 
special  interest  find  greater  significance  in  bringing  the  salues  of  Rec¬ 
reation  to  special  needs.  The  place  of  Recreation  in  administering  to  the 
ill— both  as  a  social  force  in  daily  living  and  as  a  scientific  factor  in  therapy 
is  gaining  solid  foundation  as  a  must  in  social  well-being.  Hospital  Rec¬ 
reation  holds  great  prospects  for  the  future— its  growth  and  its  contributions 
are  limited  only  by  its  leadership.  Intelligent  leadership  can  steer  the  way 
in  promoting  maximum  results.  The  future  is  bright  for  Hospital  Recreation. 
May  its  leadership  accept  the  potentials  involved  and  rapidh  move  forward 
to  new  adventures  and  the  realities  of  achievement. 
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PROGRAM 

FIRST  SOUTHERN  REGIONAL  HOSPITAL 
RECREATION  INSTITUTE 
Thursday,  May  Twenty-Firsf 

MORNING: 

10:00— Registration 
1 1 : 00- 1 2:30 — First  General  Session 

Harold  D.  Meyer— presiding. 

Invocation 

Introductions 

Welcomes:  Robert  B.  House,  Chancellor  of  the  University  ol  North  Carolina, 
Chapel  Hill 

Robert  R.  Cadmus,  Director,  North  Carolina  Memorial  Hospital, 
Chapel  Hill 

Russell  M.  Grumman,  Director,  University  Extension  Division, 

Chapel  Hill 

A.  “The  Situation— Hospital  Recreation” 

W.  H.  Orion,  Director  Recreation  Service,  Special  Services,  Veterans 
Administration,  Washington,  D.  C. 

B.  “Overall  Trends  and  Practices  in  Hospital  Recreation” 

Lillian  Summers,  National  Recreation  Consultant,  The  American 
National  Red  Cross,  Washington,  D.  C. 

AFTERNOON: 

2:00-3: 15— Ralph  J.  Andrews,  Director,  North  Carolina  Recreation  Com 
mission,  Raleigh— presiding. 

“The  Basic  Philosophy  of  Recreation” 

Charles  K.  Brightbill,  Professor  of  Recreation,  School  of  Physical 
Education,  University  of  Illinois,  Urbana. 

2:00-3: 15— “General  Application  of  the  Philosophy  of  Recreation  in  Hos¬ 
pitals” 

Panel— W.  H.  Orion,  Leader 
Discussion 

3:45-5:00— Dr.  Roy  R.  Norton,  Director,  State  Board  of  Health,  Raleigh— 
presiding 

“The  Meaning  and  Significance  of  Illness” 

Dr.  Paul  Haun,  Clinical  Director,  The  Bowman  Gray  School  of 
Medicine,  Graylyn,  Winston-Salem,  N.  C. 

“The  Effect  of  Illness  on  the  Individual” 

Dr.  George  C.  Ham,  Head,  Department  of  Psychiatry,  North 
Carolina  Memorial  Hospital 
Discussion 

EVENING 
8:00— Group  Sessions 

A.  State  and  Private  Hospitals 

C.  N.  Carroll.  Director  of  Recreation,  State  Hospital,  Raleigh— 
presiding. 
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Dr.  Ellen  Winston,  Commissioner  of  Public  Welfare  for  North 
Carolina,  Raleigh— Coordinator  and  Planner. 

Mrs.  Beatrice  H.  Hill,  Consultant  to  Recreation  Rehabilitation 
Service,  City  of  New  York— Consultant. 

Rev.  Charles  Hubbard,  Member  North  Carolina  Recreation  Com¬ 
mission—  Summarizer 
Panel  Members: 

Dr.  Marion  M.  Estes 
Mrs.  W.  K.  Beichler 
Thomas  I.  Hines 
R.  I*.  Pierce 
B.  Federal  Hospitals 

C.  C.  Bream,  Jr.,  Chief,  Recreation  Division,  Recreation  Service, 
Special  Services,  Veterans  Administration,  Washington,  D.  C.— 
presiding 
Discussion  Topics: 

(1)  Personnel  Standards  and  Qualifications 

(2)  In-Service  Training 

(3)  Supervision 

(1)  Open  Discussion. 

Friday,  May  Twenty-Second 

MORNING: 

9:00-1 1:00— Oliver  K.  Cornwell,  Head,  Department  of  Physical  Education, 
University  of  North  Carolina,  Chapel  Hill— presiding. 
“Personality  Growth  and  Development” 

“The  Effect  of  Recreation  on  Personality  Growth  and  Development” 
Betty  McConnell,  Recreation  Consultant,  Southeastern  Area  Ollice, 
American  Red  Cross,  Atlanta,  Georgia. 

Alice  Moran,  Field  Director,  American  Red  Cross,  Fort  Bragg, 
North  Carolina. 

Discussion 

1  1:30-12:30— “Hospital  Administration  Looks  at  Recreation”  Dr.  James  W. 
Murdoch,  Supt.  State  Hospital  at  Butner 

AFTERNOON: 

Group  Sessions 

2:00-3:30— “How  Can  Recreation  Needs  be  Discovered  and  Met  in  Hospi¬ 
tals?” 

(1)  Methods  of  discovering  needs  and  interest  through  referrals 
and  patient  contact. 

(2)  Factors  involved  in  meeting  needs,  including  the  medical, 
physical  and  leadership  aspects. 

Madolin  Cannon,  Recreation  Consultant,  Eastern  Area  Office, 
American  Red  Cross,  Alexandria,  Virginia. 

“The  Evaluation  of  a  Good  Hospital  Recreation  Program” 

E.  H.  Pratt,  Area  Director,  Special  Services,  Veterans  Administra¬ 
tion,  Atlanta,  Georgia. 

3:45-5:00— “Swap  Fest” 

Edgar  W.  Johnson,  Chief  Therapist,  Department  of  Physical  Medi¬ 
cine,  Graylyn  Hospital,  Winston-Salem. 


6 


(1)  New  Program  ideas 

(2)  Ideas  ior  special  groups 

(a)  Neuropsychiatric— markedly  disturbed 

(b)  Tuberculosis 

(c)  Crippled  Children 

(d)  Orthopedic 

(e)  General  Medical  and  Surgical 

(f)  Others 

(3)  Ideas  for  bedridden  patients 
5:00— Tea— Planetarium  State  Dining  Room 

Guests  of  the  University 

EVENING: 

7:30— Harold  D.  Meyer— presiding 
Group  Singing 

Address:  “Recreation  in  the  Contemporary  Scene” 

Charles  K.  Brightbill 
Address:  “Recreation  and  Rehabilitation” 

Mrs.  Beatrice  H.  Hill 
Hospital  Recreation  Stunts 

Saturday,  May  Twenty-Third 

MORNING: 

Raymond  Gould,  Associate  Professor  of  Social  Work,  University  of 
North  Carolina— presiding 
9:00-10:30— “Recreation  Leadership” 

Marian  Preece,  Field  Representative,  Southeastern  Area,  National 
Area,  National  Recreation  Association,  New  York 
10:40-12:00— “The  Volunteer  in  Hospital  Recreation” 

C.  C.  Bream,  Jr. 

12:00-12:30— Summary 

ADJOURNMENT 

FACSIMILE  OF  REGISTRATION  BADGE 


HOSPITAL  RECREATION 

CONFERENCE 

Hospital  Anywhere, 

U.  S.  A. 

PHONE:  7676 
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Philosophy  of  Recreation 

Charles  K..  Brightbill,  Professor  of  Recreation , 

University  of  Illinois,  Urbana,  Illinois 

I  am  honored,  indeed,  to  be  asked  to  speak  to  this  professional  conference 
on  the  topic,  Philosophy  of  Recreation .  I  say  “honored,”  because  philosophy 
is  concerned  with  “wisdom,”  and  recreation  with  "living.”  This  is  a  large 
order  any  way  your  view  it.  Philosophy  has  been  called  by  some  “common 
sense  in  a  dress  suit”  and  I  realize  that  logic  can  sometimes  be  not  much 
more  than  an  organized  way  of  going  wrong  with  confidence.  As  I  see  it, 
the  only  point  in  discussing  the  philosophy  of  recreation  is  to  cast  more 
light  upon  a  problem  which  is  of  mutual  professional  interest  to  all  of  us; 
but  also  I  think  it  is  of  tremendous  social  significance  to  all  of  mankind. 
If  we  are  to  be  intelligent  at  all  about  this,  two  things  are  necessary: 

1.  We  must  grasp  the  nature  of  recreation ,  understand  its  general  charac¬ 
ter-know  what  it  is. 

2.  We  must  understand  its  importance  and  appreciate  its  significance  to 
individuals  and  to  society. 

I  suppose  that  when  the  word  “recreation”  is  mentioned  a  hundred  dif¬ 
ferent  ideas  come  to  the  minds  of  a  hundred  persons.  This  is  because  our 
individual  tastes  and  desires  vary  so  greatly  when  it  comes  to  things  which 
seem  to  us  to  be  pleasant,  enjoyable  and  satisfying.  And  isn’t  it  wonderful 
to  have  it  that  way?  It  might  be  nice  for  the  manufacturers  of  pleasure 
boats  if  we  all  liked  sailing,  but  1  hate  to  think  of  the  traffic  on  the  lakes  and 
waterways.  One  man’s  work  is  another  man’s  play.  Indeed  a  given  activity 
for  the  same  individual  may  be  both  recreation  anti  work  at  different  times. 
So  it  is  very  clear  that  the  range  of  humanity’s  recreation  is  endless  and 
we  head  toward  disaster  every  time  we  try  to  circumscribe  recreation  or 
attempt  to  “fence  it  in.”  To  define  recreation  as  a  list  of  activities  is  like 
trying  to  catch  the  rainbow  in  a  landing  net.  But  it  would  be  equally  stupid 
to  try  to  pin  point  recreation  in  terms  of  the  environment  in  which  it 
occurs.  We  all  realize,  I  think  that  the  use  of  free  time  can  be  organized  or 
unorganized  and  partaken  by  individuals  or  entered  into  by  groups.  It 
can  be  an  uplifting  and  constructive  or  degenerating  and  destructive.  But  the 
kind  of  free  time  use  which  we  have  in  mind,  that  is  recreation,  is  always 
constructive  because  it  is  an  outlet  for  emotional  and  creative  desires  which 
lead  to  productive,  satisfying  and  socially  acceptable  channels! 

While  we  may  be  unable  to  place  our  finger  upon  any  one  endeavor 
and  say  “this  is  recreation,”  recreation  does,  nevertheless,  possess  definite 
characteristics.  We  can  agree  that  recreation  has  no  primary  incentive  other 
than  the  satisfaction  and  enjoyment  which  come  from  it,  although  it  does, 
in  fact,  have  many  rewards.  We  know,  too,  that  recreation  must  be  volun¬ 
tarily  sought  and  that  it  cannot  take  place  in  the  absence  of  personal  interest. 
It  cannot  be  superimposed  and  it  cannot  be  regimented.  It  is  quite  like 
the  scoutmaster,  who,  upon  stopping  his  scouts  in  the  middle  of  a  hike 
said,  “Boys,  this  is  the  hour  for  rest  and  relaxation  and  I  do  not  want  to 
see  any  shirking.”  What  is  more,  recreation  and  play  are  universally  prac¬ 
ticed  and  universally  sought.  They  know  not  age  or  race,  or  custom  or 
country.  The  kitten  with  the  ball  of  string,  the  colt  romping  in  the  field,  and 
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the  child  in  the  sand  box  are  all  at  play.  The  yodelling  Bavarian,  the  kite 
flying  Siamese  and  the  skiing  Norwegian  as  well  as  the  ball  playing  American 
are  all  engaged  in  recreation.  Paradoxically,  recreation  is  so  much  a  part 
of  everyone,  so  much  a  physiological  and  psychological  need  that  there  are 
many  who  mistaking!)'  think  it  superfluous.  If  one  is  ever  tempted  to  question 
the  essentially  of  recreation  he  needs  only  to  think  of  how  drab  would  be 
the  world  without  it.  Or,  if  this  isn’t  enough,  then  I  suggest  that  you  try  to 
molest  either  the  adult  or  the  child  who  is  busily  engaged  in  his  favorite 
hobby  or  play  and  you  will  soon  see  how  essential  the  hobbyist  or  player 
considers  it.  Joseph  Lee  wisely  noted  that,  “your  nine  year  old  boy  does  not 
lie  awake  at  night  wondering  about  his  arithmetic— no;  the  chances  are  that 
he  is  speculating  upon  his  chances  for  making  the  neighborhood  baseball 
team!” 

It  seems  to  me  that  in  order  to  understand  the  significance  of  recreation, 
it  is  not  enough  to  know  what  it  is.  More  importantly,  exactly  what  does 
recreation  mean  in  the  lives  of  men  and  the  affairs  of  humanity?  Let  us 
first  look  at  recreation  and  the  individual.  Nothing  bothers  me  more  than 
to  hear  the  cynical  retort—  “Recreation?  Look,  bud,  I’ve  got  to  earn  a 
living,  I  am  not  in  business  for  my  health  or  fun.”  Well,  all  I  have  to  say 
is  that  if  one  is  not  in  business  for  his  health  and  wellbeing,  he  ought  to 
change  his  business.  Is  there  something  morally  wrong  in  learning  for  the 
sake  of  learning,  in  relieving  nervous  tensions,  in  reducing  internal  fric¬ 
tions  and  in  exercising  our  God-given  potentials  to  create?  Sometimes  I  am 
inclined  to  believe  that  mankind  would  be  better  off  if  we  were  less  serious 
about  economic  and  political  affairs  and  more  serious  about  “living.”  And 
do  not  think  for  a  moment  that  I  am  talking  about  taking  things  easy, 
loafing,  or  idling  away  one’s  time.  To  this  the  ancient  Romans  had  an 
answer  with  their  proverb,  “It  is  difficult  to  rest  if  you  are  doing  nothing.” 

The  contributions  which  recreation  can  make  to  the  positive  develop¬ 
ment  and  the  full  living  of  individuals  are,  of  course,  countless.  Permit  me 
to  comment  upon  just  a  few  of  the  more  important  ones— namely,  health, 
education  and  freedom. 

Health 

Without  health,  of  course,  there  may  be  life,  but  it  cannot  be  positive  and 
exhuberant!  Actually,  there  is  good  reason  to  believe  that  recreation  may  be 
the  most  important  factor  in  keeping  one  healthy.  Those  who  work  with 
the  ill  and  disabled,  know  well  the  influence  of  recreation  upon  recovery 
even  though  they  may  be  unable  to  measure  its  impact.  This  is  a  point 
which  needs  little  if  any  elaboration  among  hospital  recreation  leaders. 

Recreation  for  many  people  is  their  chief  form  of  relaxation.  For  those 
wise  people,  recreation  helps  build  a  world  for  them  apart  from  their  jobs. 
The  problems  of  business  can  vanish  on  the  golf  course  and  the  family 
budget  worries  lost  in  a  Beethoven  Symphony.  What  is  more,  recreation  is 
a  palatable  way  of  reconciling  life  with  our  dreams  because  it  both  releases 
and  disciplines  the  imagination.  For  years  men  have  looked  for  the  mythi¬ 
cal  “Fountain  of  Youth”— tired  minds  and  bodies  need  rejuvenation.  And 
where  you  find  refreshment  you  will  also  discover  change.  Life  balks  at 
repetition.  Change  can  prevent  fatigue.  Watch  young  people  any  clay  and 
you  will  see  great  variety  and  change.  One  day  last  summer  my  14  year  old 
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son  swam  in  the  morning,  played  golf  and  built  a  dog  house  in  the  after¬ 
noon,  played  his  accordion  after  dinner,  set  up  our  badminton  equipment 
in  the  back  yard  at  twilight  and  then  asked  me  if  we  could  find  something 
different  to  do  for  fun  the  rest  of  the  evening.  His  life  isn’t  empty.  Rec¬ 
reation  to  him  is  a  refreshing,  ever-changing  multiplication  of  human  de¬ 
lights. 

The  stimulus  which  certain  kinds  of  recreation  gives  to  physical  health 
in  the  form  of  muscle  development,  blood  circulation  and  respiratory 
activity  is  almost  too  obvious  to  mention.  Motor  action,  of  course,  is  es¬ 
sential  and  so  is  laughter  which  can  also  be  relaxing,  even  where  it  is  at 
your  own  expense.  That  recreation  can  restore  organic  balance  has  been 
demonstrated  repeatedly  in  war  as  well  as  in  peace.  The  combat  area 
service  clubs,  the  armed  forces  recreation  rest  centers,  the  special  services 
mobile  companies  all  support  this  fact. 

As  our  good  friend,  Ott  Romney,  has  often  said,  “this  is  an  age  of 
specialization  and  thus,  unfortunately,  fragmentation.”  That  is  correct. 
Modern  specialization  in  almost  every  phase  of  our  living  leaves  gaps  in  our 
personalities  and  in  our  lives.  But  even  if  work  were  not  specialized,  it 
could  not  indefinitely  maintain  one’s  balance.  Recreation  is  a  sure  way  of 
restoring  organic  balance  distorted  by  the  fast  and  furious  pace  of  our 
living.  As  a  young  housewife  said  recently,  “I  have  been  so  busy  getting 
meals  that  I  have  not  had  time  to  learn  to  cook.”  Yes,  I  think  we  can  agree, 
that  in  this  atomic  age  we  “worry”  too  much  and  we  “hurry”  too  much- 
recreation  is  a  good  way  of  curbing  both  and  simultaneously  changing  the 
“nibble”  at  life  into  a  sizable  bite!  No  less  than  the  Royal  Bank  of  Canada 
is  authority  for  statement  that— “There  are  four  main  components  of  life 
from  adolescence  on:  work,  recreation,  physical  and  mental  health.  When 
these  four  are  balanced,  and  lead  us  along  creative  lines,  then  life  can  be 
very  satisfying  and  enjoyed  longer.”  Certainly,  because  recreation  does 
revitalize,  rejuvenate  and  refresh,  it  is  not  only  an  avenue  of  escape  from 
our  problems  and  reverses;  it  can  also  be  a  fresh  start.  Cervantes  put  it 
accurately  when  he  observed,  “the  bow  cannot  always  stand  bent,  nor 
human  frailty  subsist  without  some  lawful  recreation.” 

Education 

Now  as  far  as  learning  is  concerned,  I  guess  that  education  began  when 
Adam  stubbed  his  toe  maybe  while  he  was  seeking  a  little  recreation.  But 
if  we  can  say  that  learning  springs  from  all  of  life’s  experiences,  then  rec¬ 
reation  is  loaded  with  educational  possibilities.  Anybody  who  knows 
anything  about  life  and  its  problems— can  tell  you  that  the  greatest  lessons 
are  not  by  any  means  always  taught  in  the  classroom!  The  desire  and  cu¬ 
riosity  to  delve  into  the  unknown  lie  at  the  base  of  all  educational  develop¬ 
ment!  Look  you  then  I  say  at  the  world  of  recreation  in  the  most  palatable 
of  forms?  Does  recreation  open  the  door  to  greater  appreciation  of  the 
cultural  arts?  Does  rich  experience  many  times  grow  out  of  the  things  we 
do  not  because  we  must  do  them  but  just  because  we  ivant  to  do  them? 
If  recreation  does  not  sharpen  skills  then  my  friends  attempt  to  bring  bare 
canvass  to  life  in  oils  is  hogwash  in  its  most  elaborate  form  and  my  neigh¬ 
bor’s  ability  to  tie  a  fly  is  a  prime  example  of  civilized  loafing.  Oh  no. 
Recreation  is  not  only  an  escape  from  the  toil  of  education.  It  is  a  re¬ 
vitalizing  element  in  the  process  of  education  itself. 
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I  say  to  you  that  if  it  is  the  objective  of  education  to  teach  the  ways  of 
democratic  living,  to  understand  the  world  and  life  about  us,  to  attain 
health  and  emotional  stability,  to  understand  and  enjoy  the  arts,  to  develop 
constructive  skills  and  to  stimulate  intellectual,  personal  and  social  growth- 
then  recreation  has  enormous  educational  values.  It  is  not  even  too  much  to 
expect  that  through  recreation  may  some  day  come  the  ultimate  in  the 
hopes  of  the  educational  world— that  is,  a  full  realization  that  learning  is 
far  more  important  than  teaching! 

Freedom 

Health  and  education  are,  of  course,  indispensable,  but  they  mean  little 
and  can  accomplish  less  without  freedom.  Somerset  Maugham  said,  “There 
are  two  good  thing  in  life— freedom  from  thought  and  freedom  from  action.” 
Every  real  American  supports  these  truths.  Indeed,  both  our  forefathers 
and  our  sons  have  defended  freedom  on  the  field  of  battle.  Is  it  not  strange, 
then,  that  while  we  are  prepared  to  lay  down  our  lives  to  protect  this 
franchise,  once  having  protected  it  so  many  of  us  are  unwilling  to  exercise  it. 
I  do  not  refer  to  freedom  of  speech  or  religion  or  freedom  of  the  press.  I 
have  in  mind  the  regimentation,  the  routine,  and  the  standardization 
which  is  forced  upon  us  in  a  complex  society.  Man  can  be  lost  in  the  midst 
of  plenty,  and  confined  in  the  absence  of  chains.  The  woes  of  this  modern 
age  have  been  written  and  spoken  in  many  ways,  but  none  I  think  more 
appropriately  than  by  Richard  Armour  in  the  New  York  Times  when  he  said: 

Service  it  seems,  is  now  well  on  the  way, 

To  achieve  its  considerable  aims  for  us: 

First  machines  to  provide  us  with  leisure  and  play, 

Then  machines  to  play  various  games  for  us. 

When  machines  do  our  work  and  machines  clo  our  play, 

We’ll  rejoice,  for  we’ll  then  be  in  clover. 

We'll  have  nothing  to  do  all  the  livelong  clay— 

Till  machines  that  do  nothing  take  over! 

If  there  is  one  strong  citadel  against  the  imposition  of  all  the  things  we 
“have  to  do”  and  the  stereotyped  existence  of  a  machine  world,  it  is  rec¬ 
reation  and  recreation  alone!  Where  else  can  there  be  unimpaired,  endless 
freedom  of  thought,  freedom  of  action  and  freedom  of  choice?  Where  else 
is  the  outlet  for  uninhibited  opportunity  to  express  and  discover,  to  roam 
when  and  where  we  please  and  to  give  life  to  our  eternal  desire  to  create? 

It  is  really  amazing  the  extent  to  which  recreation  animates,  recognizes, 
depends  upon  and  generates  the  dignity  and  growth  of  the  individual,  some¬ 
thing  which  I  think  we  can  agree  is  the  main  pillar  of  freedom.  The  basic 
human  appetites  for  pursuits  which  nurture  the  soul,  enlighten  the  mind 
and  refresh  the  individual  can  be  stimulated  but  they  cannot  be  enforced. 
Unless  the  desire  to  move  in  that  direction  comes  from  within  the  in¬ 
dividual,  there  can  be  no  real  expression  and  thus  no  joy.  As  the  individual— 
of  his  own  volition.— seizes  upon  the  opportunity  to  express  himself  freely 
and  to  create  as  he  wants  to  create,  he  develops  knowledge  and  an  awareness 
of  his  ability  to  accomplish.  This  consciousness  of  being  able  to  achieve  and 
the  building  of  self  respect  are  the  first  rungs  on  the  ladder  of  individual 
dignity!  There  is  nothing  to  compare  with  the  glory  reflected  in  the  eyes 
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of  the  child  who  has  read  his  first  word,  caught  his  first  fish  or  whistled 
his  first  tune.  Individuality  is  sparked  by  an  appreciation  of  one's  own 
capacity  to  accomplish.  The  shaping  of  personality  and  character,  pre¬ 
requisites  to  individual  dignity,  and  hence  freedom,  occurs  to  a  large  ex¬ 
tent  in  free  time  used  recreationally.  Unless  the  mind  is  free  to  chart  its 
own  course  with  the  opportunity  for  full  expression,  there  can  be  no  in¬ 
dividual  dignity,  no  democratic  life  and  no  real  freedom. 

I  have  said  many  times  that  the  breadth  and  depth  of  recreation  are  at 
one  end  the  same  time  its  greatest  liability  and  its  greatest  asset— liability 
in  the  sense  that  because  it  is  as  comprehensive  and  as  significant  as  life 
itself,  it  is  difficult,  if  not  impossible  to  define.  It  is  an  asset  because,  it  is  so 
extensively  and  eternally  with  us.  Perhaps  I  cannot  be  entirely  sure  of  the 
“why”  behind  recreation,  but  I  am  certain  of  its  existence  and  its  purpose¬ 
fulness.  I  believe  it  to  be  one  of  humanity’s  main  approaches  to  the 
Greater  Life.  I  believe  its  meaning  and  purpose  are  pressed  toward  that 
which  helps  life  grow— something  to  satisfy  the  imagination  and  stir  the 
soul,  making  the  life  which  is  lived  and  the  life  one  may  hope  to  live—  real, 
worthwhile  and  abundant. 

RECREATION  IN  THE  CONTEMPORARY  SCENE  was  the  title 
of  a  second  address  given  by  Charles  K.  Brightbill.  Here 
are  excerpts  from  his  remarks. 

We  cannot  look  at  recreation  today  without  looking  at  contemporary 
U.  S.  A.,  its  people  and  its  problems.  And  what  do  we  see?  We  see  a  society 
which  is  not  so  surprisingly  different  in  many  ways  from  the  generations 
which  have  gone  before.  People  still  seek  good  homes,  healthier  bodies  and 
better  living  conditions,  as  they  have  down  through  the  centuries.  Certainly, 
the  standard  of  living  is  higher  and  folks  live  longer  but  the  same  machines 
which  have  freed  man  from  physical  toil  have,  in  one  sense,  also  enslaved 
him.  We  have  not  found  the  perfect  solutions  to  our  social  problems  and  we 
still  search  for  happiness  and  peace  of  mind.  Jet  propulsion  has  not  brought 
us  any  closer  to  zestful  living  and  nuclear  physics  has  not  reconciled  political 
idealogies.  Aside  then  from  the  issues  and  problems  which  currently  in¬ 
fluence  every  phase  of  our  living— butter  versus  guns,  opportunity  versus 
security  and  a  sound  economy  versus  inflation,  with  all  of  its  headaches, 
these  conditions  provide  the  setting  for  recreation  in  the  contemporary 
scene. 

And  what  about  recreation  in  the  Linked  States,  particularly  organized 
recreation,  the  way  it  is  and  perhaps  the  way  we  would  like  it  to  be.  There 
are  many  developments,  of  course,  may  I  select  a  few  of  them  for  your 
attention: 

I.  THERE  CAN  BE  NO  DOUBT  THAT  THERE  IS  MORE  WIDE¬ 
SPREAD  UNDERSTANDING  AND  ACCEPTANCE  OF  RECREATION 
AS  BEING  AN  ESSENTIAL  IN  THE  LIVES  OE  PEOPLE  AND  THE 
COMMUNITIES  THAN  EVER  BEFORE. 

1.  Great  increase  in  the  number  of  tax  supported  recreation  systems— up 
in  the  1000’s  and  adding  100  or  more  each  year— small  towns  and  counties 
as  well  as  cities  from  coast  to  coast— more  successful  referenda  and  more 
bond  issues  and  higher  budgets. 
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2.  Expanded  programs  of  the  voluntary  agencies— 35  to  4.0%  of  community 
chest  budgets  go  for  recreation. 

3.  Industrial  recreation  development— 20,000  plants  spending  $265,000,000 
a  year  on  recreation  and  increasing  year  by  year. 

4.  Startling  growth  of  recreation  in  hospitals— more  important,  increasing 
recognition  by  the  medical  profession— the  American  Medical  Association 
and  the  American  Psychiatric  Association. 

5.  Increasing  recreation  role  of  the  states— (pioneering  states  of  North 
Carolina,  Vermont,  California  and  now  Washington)— Bills  for  state  rec¬ 
reation  commissions  pending  in  New  York,  Pennsylvania,  Ohio,  Connecticut, 
Michigan,  and  my  State  of  Illinois— Indiana  revising  its  park  and  recreation 
code— Alabama  recreation  training  for  rural  school  teachers— Missouri’s  com¬ 
munity  recreation  forums— and  Louisiana  adding  recreation  to  its  parks 
commission. 

6.  Federal  Government  and  recreation— A  Federal  Recreation  Service  is 
perhaps  one  of  the  movement’s  greatest  needs  and  a  favorable  climate  of 
opinion,  through  the  new  Department  of  Health,  Education  and  Welfare, 
is  evident. 

7.  International  aspects— activities  of  UNESCO  (new  International  Office 
of  the  National  Recreation  Association— State  Department’s  Exchange  Pro¬ 
gram— and  the  developments  of  recreation  through  the  ILO  and  its  Geneva 
Conference. 

II.  THE  GROWTH  OF  RECREATION  AS  A  MATURING  PROFES¬ 
SION  IS  A  MOST  SIGNIFICANT  DEVELOPMENT  ON  THE  AMERI¬ 
CAN  SCENE. 

1.  Recognition  of  recreation  as  a  noble,  identifiable  profession  in  its  own 
right  whose  objectives  are  compatable  with  the  finest  concepts  of  American 
democracy. 

2.  More  than  65  colleges  and  universities  offering  major  undergraduate 
curricula. 

3.  Closer  integration  of  recreation  with  the  humanities  and  the  social 
sciences.  Graduate  programs— assistantships  and  fellowships— S.  Africa,  Egypt, 
Philippines,  Japan,  Finland,  etc. 

4.  Higher  salaries  (and  its  about  time)— with  no  more  difficult  work. 

5.  Southern  Regional  Study  of  Recreation  Personnel  needs— College  Rec¬ 
reation  Association  and  its  activities— Jackson  Mill  and  Pere  Marquette  re¬ 
ports,  National  Recreation  Association  Personnel  Committee. 

6.  Certification  and  identification  activities  and  trends  in  various  states— 
never  quite  reach  professional  status  so  long  as  a  barber  must  be  certified, 
plumbers  registered  but  anyone  can  practice  recreation. 

7.  We  are  slowly  but  surely  developing  a  body  of  practical  literature. 

8.  Making  inroads  on  research,  but  not  enough— knowledge  precedes 
service,  and  theory  precedes  its  application— if  recreation  lags  behind  in 
scientific  knowledge  and  controlled  study,  it  will  bog  down— we  cannot  yet 
claim  that  recreation  is  a  field  in  which  the  finest  minds  are  at  work— not 
is  recreation  intrinsically  easiest  for  applying  the  scientific  method— but 
recreation  is  an  unbeatable  laboratory  for  research  for  it  encompasses  all 
of  humanity’s  finest  interests— in  absence  of  research  our  resources  are  dis¬ 
sipated  and  learning  is  handicapped—  recreation  is  hanging  too  long  on 
the  reasearch  coat  tails  of  other  disciplines. 
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III.  WE  CAN  HE  GREATLY  ENCOURAGED  BY  THE  FACT  THAT 
THERE  IS  INCREASING  CROSS  FERTILIZATION  BETWEEN  REC¬ 
REATION  AND  OTHER  FIELDS. 

1.  Recreation  does  not  stand  alone,  it  is  partnership  with  other  needs  of 
the  individual  and  community— decent  homes,  sounder  health  and  better 
schools  are  not  enough,  need  chance  to  grow  socially  physically  and  cul¬ 
turally— character  and  democratic  living  are  enhanced  as  much  by  recreation 
as  they  are  retarded  by  community  disease,  shabby  housing  and  anti-social 
behavior— there  must  be  chances  for  wholesome  use  of  free  time— not  any 
free  time,  but  free  time  which  accompanies  security  from  totalitarianism, 
from  unemployment,  from  want  and  fear. 

2.  Recreation  is  at  its  best  on  the  team  approach— communities  are  served 
by  case  workers,  public  health  people,  educators,  city  planners  and  group 
workers  as  well  as  recreation  leaders  and  hospital  recreation  workers  must 
work  in  connection  with  doctors,  nurses,  and  social  workers  if  the  best 
results  are  to  be  achieved. 

3.  In  our  communities  we  must  look  above  as  well  as  around— take  cues 
from  the  cultural  arts— symphonies,  music  schools,  dramatic  activities,  art 
institutes,  museums  and  the  like— and  get  out  of  the  elementary  level  of 
the  kindergarten  concept  of  recreation  as  but  a  playground  movement. 

4.  Allied  public,  cultural  and  social  service  fields  are  closer  than  you  think. 

IV.  THERE  ARE  MANY  OTHER  SIGNIFICANT  DEVELOPMENTS 
ON  THE  AMERICAN  RECREATION  SCENE.  WE  ONLY  MENTION  A 
FEW  OF  THEM  BRIEFLY: 

1.  A  slow  but  inevitable  recognition  of  the  great  need  to  educate  for 
leisure— a  responsibility  of  the  home,  school  and  church  as  well  as  the  com¬ 
munity-organized  recreation  is  but  a  small  part  of  the  picture  as  far  as 
impact  of  leisure  on  social  fabric  is  concerned. 

2.  Careful  analysis  of  current  population  trends  to  a  balanced  program- 
more  activities  for  girls  and  women,  more  older  folks  programs,  more  atten¬ 
tion  given  to  people  in  satillite  suburbs  of  the  cities. 

3.  Great  need  for  widening  the  tax  base  for  financial  support  as  illustrated 
in  establishment  of  district  and  county  recreation  systems. 

4.  Liberalization  of  state  and  local  laws  providing  a  foundation  for  more 
extensive  recreation  services  in  communities  and  institutions. 

Conclusion 

Now,  I’m  not  going  to  pass  up  the  chance  to  get  a  few  gripes  off  my  chest 
which  have  bothered  me  about  the  recreation  profession  for  some  time— here 
they  are: 

1.  I  am  afraid  that  as  recreation  workers,  representing  the  finest  of  groups, 
institutions  and  agencies,  we  do  not  always  measure  up  to  the  high  purposes 
and  ideals  which  our  profession  and  organizations  have  set  for  themselves. 
This  is  because  we  are  all  subject  to  the  frailties  of  humans.  But  it  would  pay 
handsomely,  I  am  sure,  if  every  once  in  a  while  we  took  our  charters  and 
constitutions  off  the  dusty  shelves  and  reminded  ourselves  of  the  high 
goals  and  worthwhile  purposes  we,  or  our  predecessors  set  for  ourselves. 

2.  Ever  since  I  became  interested  in  the  problems  of  leisure  and  what 
wholesome  recreation  can  do  for  people,  I  have  wondered  why  we  have  tried 
to  couch  this  noble  effort  in  such  terms  as  to  make  it  almost  impossible  for 
a  plain  man  to  understand.  Can  we  not  say  that  we  are  trying  to  help  make 
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boys  and  girls  healthy  and  strong  and  honest  and  good  without  referring  to 
it  as  a  “positive  influence  on  adolescent  behavior  patterns?”  Can  we  not  say 
that  we  are  getting  together  to  do  a  job  which  needs  to  be  done  without 
calling  it  the  “coordination  of  the  methodological  integrating  process”? 
Could  we  once  again  call  a  book  a  “book”  and  not  a  “frame  ol  reference”? 
We  cannot  do  good  planning  without  public  understanding.  We  have  nothing 
to  hide!  Let  us  not  sacrifice  the  interest  of  our  lay  brethren  on  the  altar 
of  high  sounding  technical  terms  and  professional  gobbledy  gook. 

3.  Other  than  these,  I  have  no  “bones  to  pick”  with  my  associates  in  the 
recreation  profession.  Our  job  is  important  and  none  is  more  noble.  And  it 
is  exactly  for  this  reason  that  we  cannot  afford  to  be  oblivious  of  the  times 
in  which  we  live.  We  all  know  that  we  are  at  a  critical  point  in  history. 

If  as  the  British  historian,  Toynbee,  has  said,  “Advanced  societies  tend  to 
substitute  license  for  liberty,  irresponsibility  for  obligations,  comforts  for 
challenge  and  self-interest  for  brotherhood,  then  we  must  be  sure,  as  we 
plan  and  provide  for  a  richer  life  through  recreation,  that  the  dignity  of 
the  individual  is  enhanced,  that  tolerance  is  substituted  for  prejudice,  that 
with  the  privileges  and  opportunities  of  democracy  also  come  responsibilities 
and  obligations,  that  giving  of  one’s  self  in  the  cause  of  humanity  is  a 
truly  magnificent  experience  and  that  disciplining  of  the  mind  and  body 
in  creative  ways  can  bring  with  it  personal  satisfactions  and  adventure 
undreamed  of  which,  after  all,  is  the  only  real  life  worth  living! 

The  Situation  —  Hospital  Recreation 

W.  H.  Orion,  Director,  Recreation  Services, 

Veterans  Administration,  Washington,  D.  C. 

In  discussing  The  Situation  in  Hospital  Recreation  it  is  necessary  to  review 
some  of  the  unique  features  of  this  type  work  and  to  hold  them  in  mind  as 
basic  considerations  during  this  conference. 

FIRST.  Patients  are  in  hospitals  because  they  are,  in  varying  degrees  and 
combinations,  physically,  mentally,  or  emotionally  ill  or  incapacitated.  Con¬ 
sequently,  whereas  in  general  recreation  one  can  expect  a  small  percentage 
of  participants  to  be  in  impaired  health,  in  hospital  recreation  one  can  ex¬ 
pect  all  to  be. 

SECOND.  The  patient  population  is  not  a  homogeneous  one— for  such 
contrasting  patient  types  as  the  paraplegic,  tuberculous,  blind  and  psychotic 
are  to  be  anticipated. 

THIRD.  It  is  immediately  apparent  that  with  any  population  composed 
exclusively  of  patients  there  exists  an  ever-present  possibility  of  irreparable 
damage  to  participants  by  the  use  of  ill-chosen  activities  or  methods.  Because 
of  this  fact  the  choice  of  activities,  methods,  and  techniques  cannot  be  left 
solely  to  the  discretion  either  of  the  recreation  leader  or  of  the  patient,  ex¬ 
cept  as  such  choices  fall  within  the  limitation  of  medical  dictation. 

FOURTH.  There  is  a  continuous  need  for  the  adaptation  of  activities, 
equipment  and  procedures  to  the  needs,  capabilities  and  interests  of  par¬ 
ticipating  patients. 

FIFTH.  Because  the  function  of  the  hospital  is  to  treat  patients,  physicians 
determine  the  specific  objectives  for  patients  participating  in  recreation. 
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individually  and  in  groups.  For  the  most  part  these  same  physicians  rely 
heavily  upon  the  specialized  knowledge  of  recreation  leaders  in  the  selection 
of  those  specific  recreation  activities,  methods,  and  techniques  best  suited 
to  help  achieve  these  objectives.  No  activity  is  scheduled  without  medical 
approval;  no  patient  participates  in  such  activities  without  medical  clearance 
or  prescription. 

LASTLY,  THE  RECREATION  LEADER  IN  HOSPITALS  IS  A  MEM¬ 
BER  OF  THE  TREATMENT  TEAM,  A  TEAM  OF  WHICH  HE  IS  AN 
IMPORTANT  MEMBER,  BUT  NEVER  A  CAPTAIN. 

The  foregoing,  then  are  basic  factors  which  contribute  to  the  uniqueness 
of  hospital  recreation. 

The  Situation — Historically 

Recreation  for  the  ill  and  injured  is  not  new.  There  are  little  jewels  of 
statements  to  substantiate  this  fact  coming  throughout  recorded  history. 
But  the  story  1  like  best  is  that  of  Florence  Nightingale  who,  in  May  1855, 
after  strenuous  opposition  opened  a  small  reading  room  for  men  able  to 
walk  but  not  able  to  leave  the  hospital.  The  authorities  feared  the  men  would 
get  above  themselves  if  they  read  instead  of  drinking,  and  Miss  Nightingale 
was  accused  of  "destroying  discipline.”  However,  their  conduct  was  excellent. 
She  found  many  of  the  men  could  neither  read  nor  write,  and  asked  if  she 
might  engage  a  schoolmaster.  This  was  absolutely  refused.  “You  are  spoiling 
the  brutes,”  Lord  William  Paulet  told  her. 

When  Lord  Paulet  was  replaced  by  General  Storks,  Miss  Nightingale  found 
an  enthusiastic  collaborator;  working  hand  in  hand  they  brought  discipline 
and  order  to  the  Barrack  Hospital  and  its  neighborhood.  In  September  of 
1855,  a  large  recreation  room  for  the  army  was  opened  with  the  aid  of  private 
funds.  Miss  Nightingale  wrote  to  England  for  copybooks,  maps,  puzzles, 
chessmen,  pictures  and  books.  In  short,  Miss  Nightingale  was  forcing  the 
importance  of  the  morale  and  mental  well-being  to  the  soldier’s  health  on 
his  officers.  She  was  truly  treating  the  “whole  man,”  and  this  was  in  1855. 

We  have  our  Lord  Paulets  in  medicine  today.  And  they  say  to  us  in  their 
own  manner,  “You  are  spoiling  the  brutes.”  Fortunately,  however,  we  have 
many  Florence  Nightingales  and  medical  leaders  of  the  type  of  General 
Storks,  and  these  folks  are  making  it  easier  to  treat  the  whole  man  today  than 
it  was  some  years  back. 

We  are  all  familiar  with  the  more  recent  history  of  recreation  in  hospitals. 
World  War  I  brought  forth  an  Army  directive  authorizing  the  American 
Red  Gross  to  serve  in  military  hospitals.  The  Works  Progress  Administration 
staffed  certain  hospitals  with  recreation  workers.  The  Veterans  Administra¬ 
tion  continued  the  work  of  its  sports  and  recreation  technicians.  World  War 
II  brought  forth  many  new  treatment  procedures  and  among  them,  gave 
added  stature  to  recreation  in  rehabilitation. 

The  Situation  Regarding  Types  of  Hospitals 

For  the  purposes  of  this  conference,  I  would  suggest  that  in  discussing 
hospitals  we  exercise  care  to  think  in  terms  of  all  hospitals,  not  only 
the  military,  or  the  VA,  or  the  state  or  tax  supported  institutions,  but  to 
private  hospitals  as  well  as  to  hospitals  catering  to  any  particular  age  group. 
In  other  words,  it  would  be  well  to  base  our  discussions  on  the  over-all  situ- 
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ation  because  recreation  programs  can  and  do  exist  in  every  type  of  hospital 
although  it  is  true  that  in  some  the  programs  are  meager. 

The  Situation  Regarding  Types  of  Patients 

It  follows  that  every  type  of  patient  may  well  be  discussed  in  the  course  of 
this  conference  although  it  is,  and  has  been,  obvious  that  our  greatest  con¬ 
cern  must  be  with  the  so-called  “long  term”  patient,  for  the  hospital  is  his 
life,— and  his  home.  As  regards  this  situation  in  the  Veterans  Administration 
it  can  be  stated  that  we  have  many  thousands  of  long  term  patients  through¬ 
out  the  United  States,  to  be  found  in  our  general  medical,  TB  and  NP 
hospitals.  Also  there  are  thousands  of  men  in  our  domiciliaries,  nearly  all 
long-time  members.  With  our  aging  population  it  would  appear  that  recrea¬ 
tion  is  destined  to  play  a  prominent  part  in  the  on-coming  field  of 
geriatrics. 

The  Situation  Regarding  Program  Content 

It  is  most  important,  I  feel,  that  we  establish  in  our  minds  at  least  some 
of  the  items  about  which  we  are  to  talk  so  far  as  program  content  is  con¬ 
cerned.  What  goes  to  make  up  a  hospital  recreation  program?  There  is 
much  thinking  abroad  that  hospital  recreation  is  composed  exclusively  of  one 
or  two  elements,  the  visit  of  a  celebrity,  for  instance.  As  fine  as  visiting 
celebrities  may  be,  they  constitute  a  mighty  small  part  of  a  365  day  program, 
yet  over  publicity  of  this  phase  leaves  a  wrong  impression. 

At  the  expense  of  some  possible  debate  or  disagreement  I  am  listing  ten 
categories  of  recreation  which  may  play  an  important  part  in  the  hospital 
recreation  program;  suitable  for  use  in  a  balanced  program  for  active,  passive 
or  spectator  patient  participation: 

Adapted  Sports,  including  Aquatics 
Music-Drama- Art 
Recreational  Reading 
Group  and  Social  Activities 
Multichannel  Radio  Programming 
Hobbies  and  Crafts 
Hospital  (patient)  Newspapers 
Writing  projects 

Motion  Pic!  ares  (on  and  off-ward) 

TV  Scheduling 

All  of  these  activities  are  currently  playing  a  part  in  hospital  recreation.  Only 
a  comparatively  few  hospitals  are  using  the  entire  list  today;  nor  is  the  need 
for  all  of  them  indicated  in  every  hospital. 

In  view  of  the  fact  that  TV  is  a  comparative  newcomer,  results  of  a 
recent  VA-wide  survey  might  prove  of  interest.  Briefly  these  were  the  findings: 
(a)  Active  participation  in  recreation  activities  appears  to  have  greater  appeal 
to  patients  than  TV  viewing,  if  a  choice  between  the  two  is  available.  Excep¬ 
tions  included  top  sports  events  and  nation-wide  programs  such  as  the 
inauguration,  (b)  That  TV  viewing  is  considered  highly  desirable  for  all 
types  of  patients,  except  the  seriously  ill. 

(c)  That  our  medical  staffs  treating  emotionally  disturbed  patients  strongly 
emphasize  the  value  of  properly  conducted  TV  viewing  as  a  positive  thera¬ 
peutic  adjunct.  For  keeping  patients  in  touch  with  the  community  and  the 
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outside  world,  for  promoting  resocialization,  for  providing  much  needed 
entertainment  and  topics  for  discussions  among  patients,  and  for  many  other 
reasons,  TV  viewing  is  deemed  to  be  of  assistance  in  the  treatment  of  NP 
patients,  (d)  That  no  restrictions  on  types  of  TV  programs  to  be  viewed  need 
be  exercised  for  other  than  NP  patients,  (e)  That  control  of  TV  program 
content  and  TV  viewing  hours  are  not  considered  serious  problems,  (f)  That 
TV  viewing  has  been  successfully  integrated  into  the  recreation  program. 

The  Situation  Regarding  Personnel 

It  follorvs  that  where  we  carry  on  the  activities  just  enumerated,  that  per¬ 
sonnel  for  hospital  recreation  must  be  composed  of  workers  thoroughly 
qualified  to  lead  in  these  aspects. 

The  basic  work  of  leadership  in  the  Adapted  Sports  and  Aquatics 
program,  for  instance,  must  be  conducted  by  qualified  physical  education 
graduates  and  their  training  must  be  considered  a  never  ending  obligation. 
Several  universities  are  readjusting  courses  for  preparation  in  this  field. 

There  seems  to  be  a  fairly  adequate  number  of  persons  trained  quite 
adequately  for  the  arts  and  crafts  work.  The  same  is  true  for  projectionists 
operating  35mm  and  16mm  programs. 

The  training  of  music  leaders  for  hospital  work  is  progressing  rapidly  at 
several  institutions.  Workers  in  the  field  of  hospital  music  are  presently 
among  our  best  trained  personnel. 

If  we  are  to  make  the  best  use  of  multi-channel  bedside  radio  systems 
we  must  have  radio  program  directors  who  are  skilled  at  this  work.  Such 
persons  must  be  able  to  develop  patient  radio  production  groups,  organize 
hospital  originated  live  programs,  hospital  originated  transcribed  programs, 
re-broadcasts  and  tape  recording  work.  Only  a  few  currently  have  these 
abilities. 

Need  for  better  training  is  evident  for  those  who  are  to  plan  and  furnish 
leadership  for  social  activities  such  as  dances,  parties,  games,  tours,  outings, 
etc.  These  are  the  workers  often  spoken  of  as  recreation  technicians.  Quali¬ 
fications  for  the  positions  have  not  been  adequately  developed,  although 
the  responsibilities  for  their  patient  relations  are  great. 

Civil  Service,  at  all  levels  of  government,  is  aiding  in  the  solution  of  the 
recreation  leadership  problem.  We  must  be  active  in  this  field.  Constant  re- 
evaluation  is  clearly  indicated  if  ieal  progress  is  to  be  made.  Currently  our 
standards  are  too  low  to  assure  us  continued  acceptance  by  the  medical 
profession. 

No  discussion  of  the  hospital  recreation  personnel  problem  would  be  com¬ 
plete  without  reference  to  the  volunteer.  Definite  programs  of  recruitment, 
screening,  training  and  placement  of  volunteers  are  now  operating  through¬ 
out  the  country.  The  services  rendered  by  volunteers  are  of  a  supplementary 
nature  to  that  of  the  staff.  Good  volunteers  want  and  deserve  good  planning 
and  good  supervision  on  the  part  of  hospital  personnel.  Volunteer  workers 
bring  so  much  that  is  fine  to  the  hospital  that  we  cannot  afford  to  be  with¬ 
out  their  services,  in  fact  wTe  could  not  do  a  top  job  without  them. 

The  Situation  on  Nomenclature 

What  is  therapy?  Should  we  use  the  term?  Are  recreation  workers 
therapists?  Actually  it  appears  that  among  medical  men  there  are  two  schools 
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of  thought  on  the  interpretation  of  the  word  therapy.  One  is  that  the  doctor 
himself  is  the  only  therapist.  The  other  believes  that  everything  that  happens 
to  the  patient  while  he  is  in  the  hospital  is  therapy  and  that  the  personnel 
directing  patient  activities  are  therapists.  More  and  more  we  hear  the  word 
therapy  in  connection  with  sports,  recreation,  music  and  other  hospital 
activities.  Higher  authority  will  recognize  hospital  recreation  for  what  it  is 
in  due  time. 

It  was  interesting  to  note  in  the  current  issue  of  Recreation  two  articles 
having  reference  to  the  problem  of  nomenclature.  In  Dr.  Stevenson’s  article, 
“The  Spice  of  Life”  he  indicates  that  to  call  recreation  a  therapy  is  a 
travesty,  but  goes  on  to  give  some  solace  to  those  who  cause  the  travesty  a 
ligitimate  (financial)  reason  for  so  doing.  In  the  same  issue  of  Recreation, 
and  a  few  pages  further  on,  Mr.  Davis  makes  reference  to  his  Clinical  Applica¬ 
tions  of  Recreational  Therapy. 

My  recommendation  for  the  time  being  is  that  we  do  an  outstandingly  fine 
job  on  the  treatment  team  and  let  the  nomenclature  catch  up  with  us. 

The  Situation  Regarding  Professional  Organization 

The  American  Recreation  Society  with  its  active  hospital  recreation  section 
is  providing  professional  leadership  in  various  parts  of  the  country  for  a 
sizable  group  of  workers.  National  and  local  conferences  are  held  regularly 
and  the  Society  furnishes  a  quarterly  publication  as  well  as  special  bulletins. 

The  National  Recreation  Association  through  its  monthly  publication 
provides  many  articles  of  interest  to  hospital  recreation  workers.  The  Associa¬ 
tion  is  giving  active  leadership  to  this  phase  of  recreation  and  has  recently 
published  a  fine  booklet  entitled  “Starting  a  Recreation  Program  in  a  Civilian 
Hospital,”  by  Beatrice  H.  Hall.  The  Association’s  national  annual  meeting 
also  deals  with  hospital  recreation  problems. 

The  American  Association  for  Health,  Physical  Education  and  Recreation 
maintains  a  Recreational  Therapy  Section  in  its  recreation  division  and  gives 
a  column  or  more  each  month  to  the  subject  in  its  Journal.  Section  meetings 
on  Recreational  Therapy  are  held  during  the  Association’s  annual  conference 
as  well  as  its  District  meetings. 

The  National  Association  of  Recreation  Therapists,  the  American  Asso¬ 
ciation  of  Rehabilitation  Therapists,  The  American  Association  for  Physical 
and  Mental  Rehabilitation,  and  others,  offer  additional  outlets  for  profession¬ 
al  activity  both  locally  and  nationally. 

Presently  there  is  much  thought  being  given  to  the  development  of  an 
over-all  organization  of  professional  people  engaged  in  the  adjunctive 
therapies,  including  recreation,  through  which  all  therapists  could  join  in 
a  single  professional  group. 

The  Situation  Regarding  Recognition 

Medical  recognition  does  not  come  easily.  Professional  recognition  for 
hospital  recreation  services  may  come,  in  time,  much  as  was  the  case  of 
Medical  Social  Service.  Ida  M.  Cannon  states  in  her  book,  “On  the  Social 
Frontier  of  Medicine,”  that,  “The  evolution  of  attitude  on  the  part  of  the 
medical  staff  toward  the  Social  Service  Department  at  the  Massachusetts 
General  Hospital,  went  through  these  phases— resistance,  tolerance,  partial 
recognition,  and  finally  full  acceptance  and  establishment  as  an  official  and 
necessary  department  of  the  hospital,  a  responsibility  of  the  Hospital  Trustees 
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to  support.  ’  A  service,  not  a  charity.  Such  recognition  took  many  years  to 
achieve. 

Our  situation  currently,  it  seems  to  me,  is  very  spotty.  Actually  as  one 
moves  about  the  country  instances  may  be  found  where  each  of  Miss  Can¬ 
non’s  steps  may  be  found  viz.,  resistance,  tolerance,  partial  recognition,  and 
full  acceptance.  It  is  fun,  it  is  challenging  and  it  is  hard  work  being  in  a 
developing  field  of  our  kind.  Hospital  recreation  workers  the  country  over 
are  constantly  evaluating  their  programs  so  that  ultimately  full  medical 
acceptance  will  be  forthcoming. 

Summary 

In  closing,  1  should  remind  you  that  all  of  the  items  I  have  commented 
on  in  this  paper  will  be  discussed  at  far  greater  length  during  the  remainder 
of  this  day  and  the  following  days  of  the  conference. 

To  sum  up  The  Situation— Hospital  Recreation,  I  should  have  to  say  that 
great  progress  in  this  field  has  been  made  during  the  past  ten  years;  that  the 
work  shows  evidence  of  expansion  and  growth;  that  the  need  for  better 
training  is  great;  that  evaluation  and  research  are  pressing  problems;  and 
that  the  need  for  hospital  recreation  is  from  day  to  day  being  recognized 
by  more  and  more  doctors,  particularly  those  having  to  do  with  long-term 
patients. 

As  technicians  working  with  the  ill  you  at  the  hospital  level  are  key 
people  in  this  fine  undertaking.  You  have  been  faithful,  professional,  con¬ 
scientious,  sympathetic  in  the  proper  way,  and  enthusiastic  in  your  pioneering 
efforts.  I  salute  you— and  wish  you  every  success. 

Overall  Trends  and  Practices  in  Hospital 

Recreation 

Lillian  Summers,  National  Recreation  Consultant, 

American  National  Red  Cross,  Washington,  D.  C. 

We  have  heard  from  Mr.  Orion  the  development  and  progress  of  Hospital 
Recreation  in  recent  years.  I  would  like  to  discuss  with  you  the  effect  that 
overall  plans,  trends  and  practices  have  on  the  future.  Where  are  our  sights 
trained?  What  does  the  horizon  look  like  to  you— because  to  each  person, 
depending  upon  his  situation,  the  horizon  will  present  a  picture  that  will 
differ  slightly  from  what  another  person  may  see.  Some  of  these  future  sights 
are  undoubtedly  colored  by  practical  facts  of  the  present.  How  much  staff  you 
have;  what  operating  budget  you  have  to  work  with;  the  type  of  patient;  the 
understanding  of  the  hospital  administration;  volunteers  who  are  available 
to  assist.  How  much  time  do  you  have  to  give  to  interpretation;  to  training; 
and  to  planning.  These  are  all  factors  that  confront  us  so  that  often  we’re 
placed  in  that  same  old  position  of  not  seeing  the  forest  because  of  the  trees. 
So  during  these  few  days  we  have  together,  let’s  push  aside  those  trees  and 
peer  out  into  the  broad  overall  situation  to  which  each  person  here  is 
making  a  contribution. 

It’s  part  of  human  nature  to  seek  recognition  and  people  in  recreation 
are  no  exception  to  this  desire.  We  say  that  recreation  gives  an  opportunity 
to  people  to  find  wholesome  recognition  in  one  way  or  another  by  develop- 
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ment  of  skills,  talents,  and  as  recreation  leaders  we  seek  recognition  for  our 
profession.  We  want  most  especially  recognition  from  the  medical  profession 
for  our  contribution  to  the  well  being  of  the  patient,  in  our  assistance  with 
his  recovery.  We  know  that  such  recognition  comes  slowly  as  the  part  of 
recreation  in  the  hospital  is  demonstrated.  And  there  are  many  examples 
of  such  recognition.  A  number  of  Veterans  Administration  publications  con¬ 
cerned  with  hospital  recreation  bear  the  signature  of  members  of  the  VA 
Medical  and  Psychiatric  staff  as  authors  or  co-authors.  The  May  issue  of 
Recreation  Magazine  carries  an  editorial  by  Dr.  George  Stevenson.  Dr. 
Bernard  Kahn,  Psychiatrist,  Oakland  Naval  Hospital,  in  a  paper  which  he 
presented  at  the  National  Recreation  Congress  last  fall,  states,  “To  best 
understand  how  to  use  recreation  as  a  therapeutic  tool  for  the  mentally  ill 
or  emotionally  disturbed,  it  is  essential  to  understand  how  normal  people 
use  recreation  for  emotional  enrichments.  From  a  therapeutic  view  in  an  in¬ 
stitutional  setting,  recreation  may  be  defined  as  a  pleasurable  flight  from  the 
immediate  realities  of  tension  inspired  situations  or  conflicts.” 

In  this  situation  as  in  others  when  the  doctor  has  evidenced  interest  in 
the  development  and  contribution  recreation  can  make,  there  is  a  history  of 
demonstration  on  the  part  of  the  recreation  worker  in  showing,  through  daily 
examples,  the  part  recreation  can  play  in  a  hospital.  As  results  are  in  evi¬ 
dence,  interest  and  recognition  come.  Probably  each  of  you  have  felt  the 
thrill  and  excitement  that  comes  when  the  doctor  says,  “That  was  an  excel¬ 
lent  program  last  night  as  far  as  patient  reaction  was  concerned.  We  need 
more  participation  activities— the  patients  responded  well  and  they  all  had 
a  good  night’s  sleep.  The  nurse  reported  there  were  no  instances  last  night 
when  she  had  to  give  special  medications  or  quiet  a  disturbance.”  And  it  will 
be  from  an  accumulation  of  such  examples  that  the  recognition  we  all  want 
from  the  AMA  and  APA  will  come.  The  process  is  a  slow  one  but  that  is  to 
be  expected.  As  more  doctors  and  psychiatrists  become  aware  of  what  we 
mean  by  recreation  then  we  can  exjpect  an  increase  in  their  interest  and 
recognition. 

Recently  I  was  asked  to  speak  to  a  group  of  Military  and  Civil  Service 
Medical  and  Psychiatric  Social  Workers  at  Walter  Reed  Army  Medical 
Center  on  the  subject  "What  is  the  Contribution  of  the  Teamwork  Approach 
to  the  Treatment  and  Rehabilitation  of  the  Patient.”  I  would  like  to  quote 
one  example  used  in  this  paper  to  demonstrate  the  teamwork  approach 
and  the  contribution  made  by  recreation.  (Example  stated  orally) 

There  are  other  examples,  many  of  them.  It  happens  every  day.  But  all 
too  few  of  these  examples  are  ever  written.  Which  brings  us  to  the  subject 
of  responsibilities  of  recreation  workers.  Oh  yes,  I  know  recreation  workers 
are  busy  people— there  are  a  lot  of  wards  to  be  covered  and  the  recreation  hall 
programs  must  go  on.  And  the  visiting  groups  must  find  everything  in  readi¬ 
ness  so  the  whole  program  will  run  smoothly.  And  the  outside  area  must  be 
considered— there’s  a  croquet  tournament  today.  And  it’s  all  true— there  are 
too  few  people  to  get  the  job  done.  There  are  details— many  of  them.  But 
with  all  these  things  there  must  be  some  time  for  the  recreation  worker  to 
think,  to  write,  or  else  how  will  others  know  what  is  being  done?  There  is 
an  increase  in  the  printed  word  concerning  hospital  recreation  but  more, 
much  more  is  needed.  For  often  its  been  said  that  recreation  people  are  poor 


21 


interpreters;  we  don’t  know  how  to  sell  what  we  are  doing.  It  "is  because 
we  get  so  busy  with  the  activity  side  of  recreation  that  we  forget  the  other 
aspects?  Whatever  it  is  it  behooves  us  to  give  some  time  and  thought  to  the 
matter  and  to  increase  our  means  of  communication  and  sharing  of  informa¬ 
tion.  Most  of  you  are  familiar  I  am  sure  with  the  Newsletter  of  the  Hospital 
Recreation  Section  of  the  American  Recreation  Society;  the  column  on 
Recreational  Therapy  in  the  Journal  of  the  American  Association  of  Health, 
Physical  Education  and  Recreation-,  and  the  Inter-State  News  published  by 
Charles  Cottle  at  Mississippi  State  Hospital.  In  addition  Recreation  Maga¬ 
zine  as  well  as  the  AAHPER  Journal  have  frequently  used  special  articles 
concerning  hospital  recreation.  The  VA  through  their  Special  Services 
Information  Bulletins  publish  a  wealth  of  material  concerned  with  recrea¬ 
tion  in  VA  hospitals.  The  American  Red  Cross  publication  The  Recreation 
Suggestion’s  Exchange  Bulletin  includes  ideas  developed  in  that  particular 
setting  for  which  Red  Cross  is  responsible,  the  Military  Hospital,  as  well  as 
other  pertinent  information.  Each  of  these  publications  is  playing  its  part 
and  I’m  sure  we  all  look  forward  to  the  day  when  there  will  be  an  overall 
Journal  of  Hospital  Recreation.  That  day  may  be  far  in  the  distant  future 
but  there  is  an  important  contribution  being  made  today  toward  that  future. 
We’re  growing  toward  it  and  I  am  convinced  that  as  the  field  develops  we 
can  look  for  the  demands  of  hospital  recreation  people  for  such  a  journal. 
But  what  hospital  recreation  people  must  realize  that  they  are  the  ones 
who,  either  through  their  own  writing  or  through  their  interpretation  and 
arousing  the  interest  of  others,  doctors,  nurses,  social  workers  and  others 
working  in  the  hospital  setting,  will  make  such  a  journal  possible.  Use  the 
means  we  have  today  to  publish  material  and  some  day  the  natural  demand 
will  create  a  representative  journal  of  the  profession. 

Sometimes  I  think  that  we  in  recreation  expect  too  much  in  too  short  a 
time.  We  look  at  journals  from  other  groups— all  the  various  medical  and 
psychiatric  publications— the  various  jburnals  of  Social  Case  Work— which 
are  then  broken  down  into  Child  Welfare— Medical  Work— Psychiatric  Social 
Work,  etc.  We  forget  that  such  development  takes  years.  We  forget  to  measure 
our  own  progress  with  the  past  in  our  own  profession  and  tend,  in  my 
opinion,  to  compare  and  expect  growth  ecjual  to  other  groups.  If  more  often 
we  measured  our  present  with  our  own  past  perhaps  we  would  find  more 
encouragement.  It’s  good  to  be  ambitious— we  want  to  be  ambitious.  But 
let’s  keep  ambition  within  reason  and  not  experience  discouragement  when 
we  fail  to  secure  all  the  recognition  we  feel  is  rightfully  ours  in  this  noble 
venture. 

Do  we  find  our  roll  as  pioneers  in  a  field  somewhat  difficult?  If  we  do  then 
let’s  think  how  long  it  takes  in  medicine  for  a  new  drug  to  be  accepted.  The 
years  that  are  often  involved  in  behind  the  scenes  research  before  a  new  dis¬ 
covery  is  announced.  The  work,  the  heartbreak  that  is  experienced  before 
success  is  achieved. 

What  are  we  doing  to  experiment?  To  develop  research?  Quite  a  bit  I’m 
convinced  but  perhaps  we  don’t  always  recognize  what  we  are  doing  as  that. 
How  many  examples  do  we  have?  Here  is  one— an  example  of  a  referral  by 
the  doctor  to  the  recreation  worker  is  taken  from  a  record  of  individualized 
recreation  on  a  Neurosurgical  Service. 

(Example  stated  orally) 
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You  are  no  doubt  experiencing  such  examples  frequently  in  your  setting. 
Will  an  accumulation  of  such  material  provide  us  with  data  that  may  be 
related  to  reseach?  It  is  difficult  to  set  up  measurements  because  of  so  many 
factors  in  addition  to  the  type  illness  or  disability— emotional— economic- 
educational— all  enter  into  the  picture— but  we  can  provide  examples  of  our 
accomplishments  with  individuals  which  should  be  invaluable  in  collecting 
material  to  add  to  our  body  of  knowledge. 

Role  of  Recreation  in  Rehabilitation 

Mrs.  Beatrice  H.  Hill,  Consultant  to  Recreation  Rehabilitation  Service , 

City  of  New  York 

Rehabilitation  is  perhaps  one  of  the  most  abused  words  in  the  English 
language.  What  does  this  word  mean? 

Doctor  Rusk  describes  Rehabilitation  as,  “The  restoration  of  the  handi¬ 
capped,  to  the  fullest  physical,  mental,  social  and  economic  usefulness  of 
which  they  are  capable.’’ 

We  certainly  all  agree  with  this.  However,  at  least  in  New  York  City, 
the  term  itself  is  very  misused  in  its  relationship  to  the  handicapped  and 
ill  population  of  our  large  city.  If,  we  are  to  accept  Dr.  Rusk’s  description 
of  Rehabilitation  in  its  entirety,  then,  why  are  the  three  Rehabilitation 
services  of  our  city  and  one  of  our  two  private  institutions  in  the  main  serving 
only  patients,  who  will  return  to  the  community  and  achieve  vocational  and 
economic  usefulness? 

Is  not  true  Rehabilitation  the  education  of  the  handicapped  or  ill  to 
achieve  the  fullest  life  possible  despite  physical  limitations!  To  me,  this 
would  not  be  measured  necessarily  only  in  the  patient’s  economic  or  voca¬ 
tional  abilities,  but  also  in  his  social  and  mental  capabilities.  It  would  seem  to 
me  that  in  addition  to  returning  the  patient  to  the  community  with  economic 
ability,  stress  should  also  be  put  on  the  mental  or  social  side  of  the  patient’s 
welfare!  It  is  just  as  important  to  learn  to  live  comparatively  happy  in 
institutional  or  home  confined  surroundings,  as  it  is  to  learn  to  return  and 
live  a  useful  life  in  the  community  framework. 

At  the  Institute  for  Physical  Medicine  and  Rehabilitation,  all  of  our 
patients  are  there  to  learn  to  live  within  the  confines  of  their  illness,  with  as 
well  adjusted  a  life  as  is  possible  for  them,  despite  their  severe  physical 
disabilities!  At  least  50%  of  our  census  will  not  go  back  to  so  called  commu¬ 
nity  or  vocational  usefulness.  These  50%  will  either  be  institutionalized  or 
home-confined  for  the  remainder  of  their  lives.  Consequently,  if  they  cannot 
learn  a  vocation,  what  can  be  more  important  than  their  learning  to  pass 
their  lifetime  with  something  that  keeps  them  interested?  For  example:  One 
of  the  boys  at  the  Institute  comes  from  a  wealthy  family  in  New  Jersey.  He 
is  19  years  old.  He  dove  off  a  diving  board  at  Lake  George  last  August 
and  broke  his  back.  He  is  still  19  .  .  .  But,  he  will  never  move  again  nor 
will  he  die  of  his  injury.  Only  a  secondary  ailment  could  possibly  keep  him 
from  living  a  normal  life  span.  His  fingers  have  slight  movement.  Other 
than  that,  he  is  totally  paralyzed.  Consequently,  you  cannot  develop  his 
physical,  vocational  or  economic  usefulness  to  any  degree,  but  you  can  try 
to  develop  his  mental  and  social  faculties  to  their  utmost.  He  could  be  en- 
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couragecl  to  develop  love  and  appreciation  of  music,  perhaps  even  creation 
of  it.  If  possible,  he  could  learn  to  enjoy  literature  and  perhaps  develop  an 
ability  to  write.  He  could  be  encouraged  to  find  some  science  or  study  to 
which  he  could  devote  his  energies  and  mentality.  Recreation,  so  far,  has 
succeeded  in  finding  one  healthy  interest  for  him,  Ham  Radio.  Others,  we 
hope,  will  follow. 

The  role  of  Recreation  and  Rehabilitation  is  often  contradictory.  For 
example:  If  the  patient  is  returning  to  the  community,  recreation  must  not 
make  the  hospital  or  Institute  such  a  gay,  happy  place  that  it  might  deter 
him  from  being  motivated  to  leaving  the  hospital.  On  the  other  hand,  for 
the  patient  remaining  institutionalized  or  home-confined,  his  happiness 
and  enjoyment  should  be  the  primary  aim  of  Rehabilitation,  and  with  him 
Recreation  should  be  geared  to  whatever  pleases  him  the  most,  whether  it 
be  standing  on  his  head  or  learning  a  deep  science. 

Again,  to  quote  Dr.  Rusk,  “Recreation  is  a  valuable  therapeutic  tool. 
Many  of  the  physical  and  emotional  needs  of  the  convalescent,  chronically 
ill  or  disabled  person  can  be  met  by  a  properly  conducted  program  of 
therapeutic  Recreation.”  There  is  need  for  sucli  a  program,  not  only  in 
the  Rehabilitation  and  the  Psychiatric  Hospital,  but  also  in  the  General 
Hospital,  especially  those  caring  for  chronically  ill  patients. 

All  of  us  here  know  that  Recreation  is  a  necessary  part  of  the  Rehabilita¬ 
tion  Team.  We  also  all  know  that  all  people  need  Recreation  and  all 
patients  are  people.  Consequently,  no  matter  what  manner  of  Rehabilitation 
the  patient  is  going  through  to  adjust  his  illness  or  handicap,  he  needs 
guided  or  suggested  Recreation. 

For  the  Tuberculosis  Patient,  Rehabditation  may  be  retarded  because  he 
has  excessive  boredom  and  a  lack  of  mental  stimulation:  He  is  concerned  for 
the  future  of  his  loved  ones  and  for  their  financial  security,  as  anyone 
who  is  institutionalized  might  be;  and,  he  may  over-concentrate  on  his  own 
illness.  Also,  typically,  and  for  one  or  more  of  the  above  reasons,  he  may 
defy  the  physical  limitations  of  his  condition.  He  may  even  discharge  himself 
from  the  hospital  without  medical  approval  and  jeopardize  his  chances  for 
an  eventual  cure. 

Therefore,  Recreation’s  part  in  the  Rehabilitation  of  the  Tuberculosis 
Patient  is: 

1.  To  keep  him  occupied  within  the  physical  range  of  his  ailment  while  ill. 

2.  To  help  the  physician  during  the  convalescence  or  arrested  stages,  in 
evaluating  the  potential  of  his  patients  physical  activities. 

3.  On  the  patients  return  to  the  community,  if  Recreation  has  aided  in  his 
Rehabilitation,  then  the  patient  will  have  learned  how  to  provide  for 
his  recreational  hours  without  endangering  his  health. 

For  Example:  Tennis  is  a  very  poor  game  for  an  arrested  TB  patient,  as 
it  is  too  strenuous,  but  golf  can  be  taught  to  him  in  slow,  easy  stages  starting 
with  putting  and  the  short  game  and  working  up  through  the  years  to  a 
strong  driving  game. 

For  the  Chronic  Patient,  particularly  the  one  permanently  hospitalized, 
Recreation  is  his  Rehabilitation.  He  is  separated,  more  or  less  permanently, 
from  his  family  and  community  and  only  Recreation  can  compensate  for 
these  losses.  Recreation  must  make  him  feel  useful  and  wanted  again.  The 


24 


chronic  patient  must  develop  new  interests  and  new  abilities,  not  only  to 
make  him  happier,  but  to  make  him  less  of  a  problem  to  the  staff. 

An  amazing  example  of  what  Recreation  can  do  for  the  Chronically  III  is 
the  story  of  Joe,  who  is  a  patient  at  Goldwater  Memorial  Hospital.  He  was 
30  years  of  age  when  he  fell  out  of  a  window.  He  broke  his  spine,  was  per¬ 
manently  crippled  and,  then  arthritis  set  in,  and  he  was  in  constant  pain. 
His  family  was  unable  to  care  for  him  and  then  he  was  sent  to  a  Chronic 
Hospital.  He  retired  entirely  within  himself  and  became  non-cooperative 
and  bitter.  Before  his  injury,  this  patient  had  held  a  minor  job  on  a  news¬ 
paper.  After  rejecting  several  copies  of  the  hospital  newspaper,  he  was  finally 
induced  to  read  one.  He  was  not  impressed  and  sent  nasty  criticisms  of  the 
paper  to  the  recreation  director  through  other  patients.  Then,  the  Director 
went  to  him  and  suggested  that  he  make  his  criticisms  constructive  and  help 
with  the  make-up  of  the  paper.  It  took  considerable  persuading,  but  Joe 
finally  agreed.  Only  a  year  after  his  first  show  of  interest,  he  became  news¬ 
paper  editor  by  a  popular  vote  of  the  patient  staff.  Joe’s  personality  has 
undergone  a  complete  transformation,  and  he  is  now  a  very  busy  man  with 
his  own  little  office  in  the  hospital,  in  full  charge  of  all  aspects  of  the  news¬ 
paper,  no  more  complaining  and  no  more  being  a  problem  to  the  staff. 

Another  example  of  a  chronic  patient’s  rehabilitation  to  his  surroundings, 
is  that  of  a  17  year  old  youth,  with  Cerebral  Palsy,  who  graduated  from  the 
hospital  high  school  with  the  highest  honors.  Bernie  was  often  regarded  by 
the  uninformed,  as  practically  an  idiot  because  of  his  many  handicaps,  laut 
actually  his  I.Q.  was  140.  He  had  to  be  kept  strapped  to  his  stretcher  because 
of  constant  involuntary  movement  of  his  limbs,  and  suffered  too,  with  a 
trying  and  painful  slowness  of  speech.  After  graduation,  he  came  to  the 
Recreation  Director  and  said,  “Now  that  school  is  over,  what  am  I  to  do  with 
the  rest  of  my  Life?  My  mind  is  as  active  as  anyones,  but  I’ll  never  be  able 
to  leave  the  hospital.  I  want  to  do  something  creative  and  live  as  closely  as 
possible  a  normal  life.  If  you’re  a  Recreation  Director,  find  the  thing  I  can 
do  to  help  me  pass  my  life  successfully  instead  of  wastefully”  This  was  a 
terrific  challenge,  particularly  since  Bernie’s  greatest  interest  was,  of  all  things, 
the  Theatre.  He  had  never  in  his  life  attended  a  theatrical  performance, 
but  had  read  everything  pertaining  to  the  theatre  he  could  lay  his  hands  on. 
After  much  perplexing  thought,  the  Recreation  Director  secured  the  services 
of  a  volunteer  to  take  Bernie  from  ward  to  ward,  soliciting  members  for  a 
Drama  Club:  He  managed  to  interest  about  25  patients  and  formed  his  club. 
For  the  last  five  years,  Bernie  has  been  Director  of  this  Chronic  Hospital’s 
Drama  Club  and  is  so  busy  with  its  many  affairs,  that  he  has  very  little 
time  to  think  of  his  troubles.  His  speech  has  improved  so  much  that  he  can 
talk  clearly  to  an  audience  of  200  in  the  auditorium;  and  he  has  learned 
to  control  his  muscular  movements  so  well  that  he  now  sits  up  straight,  tied 
in  his  wheel-chair,  instead  of  lying  prone  on  a  stretcher.  He  is  constantly 
on  the  search  for  more  suitable  plays,  and  can  be  heard  at  any  meeting  of 
the  Drama  Club  exhorting  its  members  to  new  and  greater  efforts. 

Is  this  NOT  true  Rehabilitation  of  the  patient  to  his  surroundings? 

Now  for  the  N.P.  Patient.  How  can  he  be  rehabilitated  if  he  cannot  be 
brought  back  into  the  group  society.  What  better  methods  are  there  of 
getting  him  to  enter  into  group  activities  and  re-establish  contact  with  his 
surroundings  than  his  finding  self-expression  and  a  possible  creative  ability 
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in  the  activities  recreation  can  offer  him?  Too— before  you  can  successfully 
Rehabilitate  an  N.P.  patient,  Recreation  must  aim  to  develop  an  interest 
which  will  be  satisfactory  to  him  spiritually  when  he  is  discharged  from 
the  hospital.  For  example:  A  patient  at  Franklin  Delano  Roosevelt  Hospital 
in  Montrose  had  been  a  musician  with  a  well-known  orchestra.  His  job 
entailed  traveling  around  the  country  and  his  existence  was  one  of  the 
“hustle  and  bustle”  variety.  Eventually,  the  man  broke  down  and  was  ad¬ 
mitted  to  an  institution.  Although  the  Recreation  Leader  discovered  his 
keen  interest  in  music,  it  was  felt  that  it  would  not  be  advisable  for  him 
to  resume  this  activity,  since  it  was  related  to  his  breakdown.  Therefore, 
when  the  Leader  discovered  that  the  man  was  also  interested  in  Photography, 
he  was  enrolled  immediately  in  the  hospital’s  Photography  Course  and 
proved  to  be  an  avid  student  in  this  field.  He  continued  some  music  courses, 
but  photography  became  his  major  interest.  After  his  discharge,  the  man 
was  employed  by  a  photographic  firm.  Thus,  he  made  photography  his  vo¬ 
cation  and  music  his  avocation. 

The  N.  P.  Patient  whose  condition  is  chronic,  and  cannot  be  returned 
to  the  community,  can  become  active  in  some  form  of  Recreation,  and 
at  least  keep  from  deteriorating  further.  This  even  if  he  is  merely  making 
feeble  attempts  at  joining  in  a  sports  program  or  perhaps  being  a  member 
of  a  percussion  band.  He  is  still  doing  something,  not  just  vegetating! 

The  Long-Term  Patient,  differs  from  the  Chronic  Patient,  in  that  there 
is  a  definite  foreseeable  limit  to  the  period  of  his  hospitalization.  But,  while 
he  is  in  the  hospital,  he  needs  a  morale  builder.  His  rehabilitation  is  learn¬ 
ing  to  adjust  to  his  hospital  situation  and  thus,  to  speed  up  his  recovery. 

As  for  the  Child  Patient,  he  has  a  particular  need  for  happy  and  health¬ 
ful  play  activity  when  confined  by  illness  or  injury.  He  often  suffers  an 
emotional  shock  when  first  hospitalized,  a  feeling  of  being  cut  off  from 
his  normal  world.  The  problem  here  is  to  provide  a  warmth  and  under¬ 
standing  to  replace  loss  of  the  love  and  security  of  the  child’s  home  en¬ 
vironment,  and  to  alleviate  his  natural  fear  of  the  hospital.  Games  and  toys 
can  be  as  valuable  as  an  added  medicine  to  a  child.  It  is  up  to  Recreation 
to  make  it  good  medicine,  and  thus,  hasten  the  child’s  physical  rehabilitation. 

Now  for  the  Patient  LTndergoing  the  Process  of  Rehabilitation  to  the 
community  and  more  likely  than  not  to  a  job.  His  Recreation  is  two-fold. 
While  he  is  undergoing  the  strenuous  processes  of  the  ADL,  he  must  have 
something  that  will  relax  him  when  evening  comes  and  help  him  to  re¬ 
fresh  from  his  exhausting  day  spent  with  his  relearning  process.  His  evenings 
must  also  help  to  counteract  the  discouragements  that  he  will  undergo  re¬ 
sulting  from  the  Rehabilitation  Processes.  Perhaps  as  important  as  this  is 
teaching  him  to  re-learn  group  living  and  to  overcome  his  self-consciousness 
due  to  his  handicapped  condition.  He  must  learn  not  to  have  fear  of  mixing 
with  people  once  he  leaves  the  security  of  the  hospital!  Recreation  can 
help  this  patient  tremendously  by  not  only  teaching  him  interests  adapted 
to  his  physical  limitation,  but  while  he  is  in  the  hospital,  help  to  overcome 
his  self-consciousness  by  taking  him  out  as  often  as  possible  to  Recreation 
Events  in  the  Community.  The  Recreation  Department  must  see  that  the 
patient  frequently  goes  to  community  activities  which  he  is  interested  in. 
Each  successive  time  that  they  take  him  to  a  social  event,  they  must  make 
the  traveling  conditions  less  and  less  protected.  (Tell  the  story  of  the  patient 
we  took  to  Madison  Square  Garden  and  Leon  and  Eddie’s). 
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In  closing,  I  re-emphasize,  if  restoring  the  ill  and  handicapped  to  their 
fnllest  potential  usefulness  is  Rehabilitation,  then,  Recreation’s  part  in 
Rehabilitation  is  helping  these  people  with  limited  physical  potentials  to 
develop  and  enjoy  as  fully  as  possible  the  mental  and  social  sides  of  their 
life.  And,  above  all,  it  is  up  to  Recreation  to  create  for  the  institutionalized 
some  form  of  community  life  to  help  to  compensate  for  his  loss  of  his  own 
community  life. 

This  is  my  conception  of  Recreation’s  part  in  the  Rehabilitation  of  a 
patient. 

Note— Mrs.  Hill  then  presented  a  series  of  colored  slides  depicting  various 
types  of  patients  and  recreation  activities  designed  to  rehabilitate.  These 
visual  aids  were  convincing  evidence  of  what  recreation  really  means  as  a 
therapeutic  factor. 

Personality  Growth  and  Development 

ALICE  MORAN,  Field  Director 
American  Red  Cross,  Fort  Bragg,  North  Carolina 

Few  subjects  are  more  fascinating  to  us  all  than  “personality.”  Everybody 
knows  what  personality  is.  Books  galore  have  been  written  about  personality, 
radio  programs,  newspapers  and  magazine  articles  discuss  the  subject.  One 
minute  tests,  revealing  all,  are  made  easy  for  us  to  give;  we  need  have  no 
excuse  for  being  unable  to  win  friends  and  influence  people,  choose  a 
mate  with  unerring  wisdom,  sell  our  goods  with  neatness  and  dispatch  or 
turn  our  own  worries  and  fears  into  shining  assets  and  lead  our  friends 
and  our  associates  out  of  their  particular  lands  of  bondage  to  Elysian  fields, 
aflow  with  milk  and  honey.  Truly  we  should  all  be  personality  kids  —  men 
and  women  of  glamour,  gaiety  and  glory. 

But  despite  all  the  books  and  tests  and  experts  things  haven’t  quite 
worked  out  that  way.  Instead  we  find  ourselves,  perhaps  as  never  before, 
beset  by  uncertainty,  fear  anxiety.  Those  of  us  who  work  with  people  are 
questioning  our  methods,  techniques  and  goals.  We  are  appalled  by  sta¬ 
tistics  —  the  numbers  of  patients  in  our  mental  hospitals,  the  numbers  of 
our  young  men  unfit  for  military  duty,  the  increase  of  crime,  our  highway 
accidents,  outcropping  of  intolerance,  lack  of  trust  in  our  way  of  life,  un¬ 
willingness  to  make  sacrifices,  lack  of  motivation  and  stamina.  Statistics, 
of  course,  can  prove  almost  anything  and  perhaps  those  of  us  who  work 
in  hospitals,  may  have  too  close  a  view  of  too  many  personality  casualties. 
None  the  less,  we  have  good  ground  for  questioning  ourselves  about  what 
we  are  doing,  the  why  and  the  wherefore  of  our  dealings  with  people. 

We  feel  that  all  is  not  well  with  our  world,  our  society.  Society  is  made 
up  of  people,  the  inter-relationships  of  individuals,  making  the  social 
group,  and  the  social  group  having  tremendous  impact  on  the  individual. 
It  sounds  like  a  merry  go  round.  But  it  does  point  up  the  solid  fact  that  it 
is  up  to  all  of  us  to  understand  as  much  as  we  can  about  the  individual,  his 

growth  and  his  relationship  with  the  life  of  the  world  of  which  he  is  a 

part.  It  is  a  tenet  of  our  way  of  life  that  the  social  group  exists  to  serve 

the  individual.  It  behooves  us  then,  who  are  all  in  some  kind  of  social 

work,  to  acquire  all  the  insight  we  can  get  into  what  makes  us  tick  as 
individuals. 
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What  is  “personality”?  The  definition  is  elusive;  the  word  itself  over¬ 
worked.  Hence  when  we  use  it  we  may  be  connating  a  wide  variation  of 
meanings  —  to  each  his  own.  The  individual  does  not  “have”  personality; 
he  is  a  “personality.”  Personality  is  the  sum  total  of  his  being;  his  intellect, 
his  feelings,  his  physical  make  up,  his  awareness  of  self,  and  the  forces 
in  him  of  which  he  is  unaware,  his  way  of  acting.  It  is  the  him  who  is 
different  from  everybody  else,  because  of  the  uniqueness  of  his  own  heritage 
and  his  own  experiences,  since  his  conception.  It  is  a  tremendously  compli¬ 
cated  entity,  the  result  of  infinite  numbers  of  reactions  and  relationships, 
all  of  which  are  uniquely  his  own,  yet  governed  by  certain  basic  patterns 
common  to  all  human  organisms. 

Our  understanding  of  personality  is  still  far,  far  from  full.  Real  facts 
which  one  may  get  a  grip  on  hardly  exist.  Theories  and  ideas  change.  The 
last  fifty  years  have  seen  a  tremendous  development  in  our  awareness  of 
the  complexity  of  the  subject,  its  value  as  a  subject,  and  the  little  we 
really  know  about  its  many  facets.  Schools  of  thought  differ;  today’s  dicta 
is  tomorrow’s  fallacy.  Our  body  of  knowledge  on  the  subject  comes  from 
many  fields;  the  sciences  —  biology,  biochemistry,  anthropology,  sociology, 
psychology,  psychiatry;  history  and  the  law;  the  arts  —  drama  and  fiction, 
music  and  the  plastic  arts  through  which  genius  of  the  past  and  of  the 
present  has  opened  windows  for  us  that  we  may  gain  deeper  insight  into 
ourselves  and  our  fellowmen;  religion  —  that  deals  with  our  relationship  to 
God  and  to  our  fellowmen. 

All  rather  overwhelming  isn’t  it?  And  how  have  I  ever  had  the  temerity 
to  put  myself  here  to  talk  to  you  about  “Personality  Growth  and  Develop¬ 
ment.”  I  believe  I  gained  the  courage  to  do  it  just  because  I  realize  that  I 
am  not  an  expert;  however  I  am  a  worker  with  people  and  that  the  only 
way  I’ve  been  able  to  do  the  work  has  been  to  formulate  for  myself,  in  my 
own  words,  what  this  vast  subject  means  to  me.  If  we  stand  around  waiting 
until  the  experts  find  a  nice  fool  proof  formula  we’ll  have  quite  a  stand. 

A  baby  is  born  —  but  let  us  begin  even  before  that  —  a  baby  is  con¬ 
ceived.  At  that  moment  a  new  personality  is  created— energized  by  its  own 
peculiar  combinations  of  potential  growth  forces  from  the  parental  life 
stream.  Protected  in  the  uterus,  in  the  ideal  environment  for  growth,  none 
the  less  it  is  highly  likely  that  there  are  environmental  factors  already  at 
play  which  contribute  to  personality  fashioning.  The  mother's  nutrition, 
emotional  state  and  health  may  influence  the  growth  through  blood  stream 
factors.  At  any  rate,  at  the  time  of  birth,  babies  are  not  all  the  same  — 
some  are  placid  and  quiet,  and  some  are  restless  and  active;  their  eating, 
sleeping,  waking  patterns  are  varied;  their  responses  to  people  are  different. 

Babies  are  weak  and  fragile,  the  most  helpless  of  all  new  born  animals; 
we  accept  this  as  natural.  What  has  always  amazed  me,  however,  is  how 
strong  they  are  too.  It  has  always  seemed  to  me  important  to  watch  their 
determination,  the  force  with  which  they  can  exert  themselves,  and  their 
persistence  in  living,  helpless  as  they  are  and  despite  so  many  adverse  hap¬ 
penings.  Watching  a  baby  has  helped  me,  feeling  the  force  that  is  at  the 
root  of  our  being. 

I  believe  that  our  understanding  of  the  blind  force  that  drives  the  or¬ 
ganism  on  in  accord  with  its  own  vital  principle,  both  to  keep  itself  alive 
and  to  recreate  itself,  of  the  conflicts  that  ensue  as  it  adapts  to  the  equally 
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strong  force  exerted  by  socializing  pressures,  gives  us  a  key  to  the  under¬ 
standing  of  the  growth  of  the  personality. 

The  baby  is  a  savage  who  must  become  socialized  or  he  cannot  survive. 
To  achieve  mature  growth,  to  reach  an  adulthood  which  brings  happiness 
and  the  acceptance  of  adult  responsibility  is  the  goal  of  healthy  personality 
growth.  This  growth  is  a  very  complicated  process  —  and  depends  for  its 
successful  achievement  primarily  on  the  fact  that  it  is  a  process  going  on 
in  a  relationship  with  other  human  beings. 

From  his  earliest  contact  with  the  world  outside  the  womb,  the  baby 
finds  that  living  can  be  painful,  frustrating  and  hostile.  He  gets  cold,  wet, 
and  pains  in  his  stomach  when  he’s  hungry;  lights  can  hurt  his  eyes  and 
noises  hurt  his  ears;  his  skin  can  hurt  when  it’s  chaffed  or  scratched.  But 
all  these  perils  can  be  alleviated;  he  can  get  dry  and  warm  and  feel  the 
security  of  a  warm  body  next  to  his  own;  hungry  pains  go  away;  soft  lights 
and  gentle  sounds  replace  the  harshness;  his  skin  is  soothed.  He  learns 
very  soon  that  one  familiar  form,  voice,  and  touch  bring  all  these  comforts. 
He  grows  and  counts  on  this  familiar  —  his  mother.  She  is  always  there, 
and  he  learns  to  believe  in  her,  to  trust  in  her  because  she  never  fails  him. 
Others  come  to  mean  comfort,  too;  a  father,  brother  or  sister,  other  kindly 
and  comforting  figures  whose  presence  bring,  relief  from  boredom,  atten¬ 
tion  and  love. 

Constantly  moving,  reaching  out,  touching,  the  baby  explores  his  world. 
Confident  that  no  hurt  will  come  to  him  because  of  the  presence  of  benevo¬ 
lent  protectors,  he  can  explore  and  learn  that  he  is  something  separate 
from  his  crib,  from  other  people,  that  space  exists,  that  his  hands  can  grasp 
things  and  draw  them  nearer,  that  certain  noises  mean  certain  things,  as 
mama  and  no  and  good  and  bad. 

But  this  ideal  existence  cannot  go  indefinitely  and  one  clay  he  learns  that 
the  all  benevolent  mother  can  withhold  her  smiles  and  soothing  noises, 
even  perhaps  look  angry  and  make  harsh  noises.  If  Johnny  has  learned 
enough  trust  in  his  mother  though,  and  he  can,  if  she  herself  is  relaxed 
and  trustful  of  herself  and  her  love  for  Johnny,  he  will  not  have  too 
much  trouble  in  learning  to  meet  the  demands  she  makes  on  him  to  use 
the  toilet,  eat  at  certain  times  and  sleep  at  certain  times,  conform  increas¬ 
ingly  to  social  living. 

As  he  continues  his  growth,  Johnny  has  learned  that  he  is  loved;  he 
can  trust  the  people  he  lives  with  and  those  whom  he  feels  loves  him,  and  has 
developed  a  full  knowledge  that  he  is  a  separate  person  from  Mary.  He 
is  important  in  his  own  right  because  he  is  a  member  of  his  family.  Now 
he  can  walk,  talk  and  adventure.  He  wants  to  find  out  more  and  more 
what  he  can  do  and  he  has  the  courage  to  go  adventuring.  He  wants  to 
be  like  father  and  dreams  of  being  big  and  strong.  Loved  despite  transgres¬ 
sions;  he  now  finds  that  he  is  rewarded  for  doing  things  for  himself,  and 
he  wins  praise  and  esteem  because  he  is  a  big  boy.  Certain  things  he  must 
not  do  and  he  has  no  doubt  about  it;  where  he  has  a  choice,  his  wishes 
are  respected.  He  is  treated  as  an  individual,  loved  for  himself,  one  of  the 
group  with  his  own  value. 

He  is  ready  for  school  and  comes  now  into  contact  with  widening  groups. 
He  belongs  to  his  class  group  as  well  as  his  family;  secure  in  his  first  ex¬ 
periences  he  can  take  his  place  reliantly  and  go  on.  His  intellectual  growth 
has  matured  to  enable  him  to  learn  his  lessons;  his  physical  development 
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permits  adjustment  to  the  demands  of  a  wider  horizon  and  his  emotional 
growth  permits  satisfying  friendships  with  his  school  fellows. 

Adolescence  comes  along  and  new  factors  enter  the  picture.  Johnny’s 
physical  growth  accelerates;  sex  tensions  increase.  The  future  beckons, 
attracts,  but  the  well  known,  the  past  is  comfortable.  Where  does  the 
adolescent  belong?  With  whom  shall  he  identify  himself?  It  is  a  vague  time 
with  no  clear  cut  path  to  follow.  If,  however,  the  growth  process  has  gone 
on  evenly  and  Johnny  is  secure  in  his  past  —  sure  of  his  value,  has  sound 
self  esteem,  a  sense  of  belonging  through  his  family,  school  and  church, 
ideals  and  a  sense  of  moral  values,  he  will  survive  the  period,  find  himself 
and  be  able  to  go  on.  He  will  follow  the  laws  of  his  inner  development  and 
can  best  be  helped  by  love,  encouragement,  and  a  sort  of  stand-by  guidance. 
As  adolescence  is  survived,  he  has  gained  greater  confidence,  feels  more 
surely  his  own  independence,  strength  and  value  and  he  is  now  ready  to 
accept  the  adult  responsibility  of  giving  love  and  accepting  the  dignity  of 
adult  sexuality.  Accepting  the  whole  of  his  life  as  a  total  entity  he  is 
ready  to  marry,  form  his  own  home  and  looks  forward  with  strength  and 
dignity  to  the  role  of  parent  and  citizen. 

Strange  as  it  may  seem  to  some  of  us,  and  fortunately  for  all  of  us,  despite 
gloomy  statistics  this  over  simplified  outline  is  the  story  of  what  happens 
to  most  of  us.  But  the  unfortunate  fact  is  that  “most”  of  us  is  not  enough 
and  it  doesn’t  happen  in  far  too  many  cases. 

As  professional  workers,  interested  in  people,  of  what  significance  is  this 
that  we  know  about  how  healthy  personalities  grow?  In  view  of  all  the 
gaps  in  our  knowledge,  what  are  we  to  do  when  personalities  are  not 
healthy?  All  of  us  have  seen  far  too  many  personalities  that  didn’t  grow 
as  Johnny’s  did.  We  do  know,  too,  that  the  healthy  personality  must  grow 
evenly;  that  it  is  almost  as  hopeless  to  expect  a  balanced  personality  to 
develop  if  the  building  has  not  progressed  solidly  from  foundation  to 
completed  whole  as  it  is  to  build  a  house  by  beginning  with  a  roof.  Are 
we  helpless,  then  if  in  the  first  years  of  life  things  have  gone  wrong? 

Well,  from  what  we  know  now,  it  seems  we  are  sometimes.  What  we, 
as  social  welfare  workers  aim  to  provide  is  constructive  experience  for 
the  people  we  try  to  serve.  All  of  us  know  that  there  are  people  whose 
lack  of  trust  goes  down  so  deeply,  whose  deprivations  have  been  so  severe 
and  so  far  back  that  they  appear  completely  beyond  our  reach.  Certainly 
they  cannot  be  helped  by  ordinary  helping  methods  —  and  are  a  task  for 
the  psychiatrist,  if  even  he  can  succeed.  But  are  we  sure  that  we  do  not 
form  too  ready  judgments  on  some  of  these  people,  or  give  up  too  easily? 
Do  certain  people  threaten  our  own  theories,  feelings,  sense  of  security? 
What  can  we  learn  from  our  knowledge  of  personality  growth? 

One  fact  does  seem  clear;  an  important  element  in  all  of  our  considera¬ 
tions  of  personality  growth  is  that  our  feelings  motivate  activity.  Why  does 
the  child  develop  trust?  Because  he  feels  about  his  relationship  with  his 
mother.  He  feels  ease,  comfort,  relief  from  tension,  when  she  has  taken  care 
of  him.  He  feels  it  in  his  muscles,  his  nerves,  his  bones.  He  likes  to  feel 
free  from  tension,  and  when  he  does,  he  is  happy.  He  comes  to  associate 
happiness  with  his  mother’s  approach  and  pain  with  withdrawal  of 
her  protective  care.  He  goes  on  from  there  and  henceforth,  because  his 
mind,  his  memory  makes  the  connection  between  relief  from  tension  which 
is  pleasureable,  and  an  action  on  the  part  of  another  human  being,  his 
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adaptations  are  based  on  his  broadening  experiences  with  people,  and  his 
relationships  to  them,  which  are  forever  either  pleasure  giving  or  painful. 

Self  esteem  is  an  indispensable  component  of  the  health  personality.  No 
individual  can  have  sell  esteem  who  cannot  feel  himself  as  a  socially  effective 
person  worthy  of  affection  and  love,  with  a  definite  place  in  society  —  all 
of  these  things  the  individual  gets  through  his  association  with  others 
of  his  kind  who  have  value  in  his  eyes. 

ft  is  evident  that,  despite  the  neatness  of  our  outline  above,  personality 
is  continually  open  to  the  impact  of  the  changing  scene.  At  any  stage  of 
growth  environmental  factors  may  exert  retrogressive  pressures.  Experiences 
of  life,  good  and  bad  take  effect  on  the  personality.  We  grow  or  we  re¬ 
gress;  we  never  stand  still.  Sickness,  depressions,  wars,  death  of  loved 
ones,  changes  in  occupation,  changes  in  community  and  cultural  back¬ 
ground,  come  into  lives  putting  stresses  on  the  personality  and  testing  its 
integrity.  But,  analyzed  isn’t  it  always,  the  social  impact  that  counts?  How 
does  this  rate  me  with  those  that  1  love?  What  will  this  do  to  my  place 
in  the  world?  Am  I  still  worthy?  Will  1  continue  to  be  loved? 

As  we  continue,  in  this  world  of  ours,  on  our  march  of  progress  and 
we  get  more  and  more  mechanized  —  and  atomized  —  as  distances  shorten, 
as  complex  machines  are  developed,  and  we  have  less  and  less  need  for 
the  work  of  man’s  skilled  hands,  and  working  hours  shorten,  new  problems 
present  themselves.  What  of  self  esteem  to  Employee  No.  62950?  The  group 
can  exert  malignant  pressures,  as  well  as  good  —  discrimination,  imper- 
sonalization,  indifferences.  Fear,  uncertainty,  lack  of  leadership,  conflicting 
cultures  —  changing  times  necessitate  the  re-evaluation  of  old  goals.  How, 
for  instance,  interpret  courage,  today?  —  no  hero  on  a  white  charger, 
buckling  on  his  armour,  can  sally  forth  to  do  combat  with  an  atom  bomb. 
Courage  we  need,  truly,  as  never  before  but  it  is  somewhat  difficult  for 
Johnny  to  see  Pop  as  the  male  super  type  as  he  sallies  forth  in  the  family 
Ford  to  cast  his  vote  on  election  day.  What  do  we  mean  by  independence 
today?  Is  Johnny  going  to  demonstrate  his  by  thundering  down  the  highway 
in  the  same  Ford  at  100  miles  an  hour?  Yet  we  do  know  that  no  one  can 
obtain  full  personality  growth  without  ideals,  standards,  the  feeling  held 
with  conviction  that  life  is  purposeful  and  that  there  are  unselfish  goals 
worth  striving  for,  even  to  the  point  of  dying  for  them. 

Well  we  here,  as  individuals  are  probably  not  going  to  sally  forth,  either, 
and  save  the  world— but  what  can  we  do  to  provide  “the  most  constructive 
experience  for  the  people  we  try  to  serve.” 

We  have  seen  that  “feeling”  is  important  —  and  feeling,  let  me  say  again, 
is  felt.  No  amount  of  “intellectualizing”  is  going  to  get  anywhere  until  we 
“feel”  acceptance  and  get  satisfaction  out  of  that  feeling.  And  “serving” 
people  is  a  two  way  process.  I  myself  am  just  as  much  a  part  of  the  process 
of  serving,  and  play  just  as  vital  a  role  in  the  relationship  as  does  the  re¬ 
cipient  of  my  service.  I  am  a  personality,  too,  and  how  I  feel  counts  for 
just  as  much  as  how  he  feels.  One  challenge,  then,  is  to  make  it  our  respon¬ 
sibility  to  evaluate  ourselves.  We  can  see  that  common  sense  and  intuition  are 
not  adequate  guides.  We,  too,  are  driven  by  tremendous  force  —  our  own 
needs  are  strong,  our  own  emotions  dynamic.  What  are  our  own  motiva¬ 
tions,  what  goals  do  we  strive  for?  What  brings  us  satisfaction  and  pleasure? 
We,  of  course,  like  everybody  else,  can  never  really  know  ourselves  com¬ 
pletely  but  we  can  be  aware  that  we  too  are  human  —  really  feel  it  1  mean  — 
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and  that  what  we  are  able  to  learn  about  personality  is  just  as  true  about 
us  as  about  the  other  fellow. 

When  we  work  with  people,  we  stand  in  some  sort  of  relationship  to 
them.  We  represent  to  them  some  role— mother  or  father— people,  figures 
of  authority  perhaps.  Whether  we  are  case  workers,  group  workers,  recrea¬ 
tion  workers,  work  with  individuals  or  with  groups,  the  people  with  whom 
we  deal  see  us  as  representative  of  something,  as  well  as,  or  probably  more 
so,  than  as  ourselves.  Most  of  those  we  serve  have  problems  of  various  de¬ 
grees  of  severity.  It  may  be  no  more  than  minor  illness,  it  may  be  severe 
illness.  Certainly  not  every  patient  has  a  problem.  But  every  patient  has 
the  handicap,  that  brings  him  hospitalization,  super-imposed  on  his  per¬ 
sonality,  hence  patients  are  varied  as  are  the  variations  of  personality. 
Ability  to  deal  with  hospitalization  well  depends  on  his  maturity,  in  ac¬ 
cordance  with  the  severity  of  the  illness.  Hospitalization  in  itself  alone 
imposes  a  testing,  bringing  about  new  environmental  influences,  unfamiliar 
routines  and  ways  of  life. 

Bearing  in  mind,  then  that  we  are  healthy  and  that  we  are  acting  in  our 
own  familiar  environment,  we  offer  what  we  have  to  give.  Depending  on 
our  own  feelings  about  what  we  are  doing  we  can  make  a  constructive  or 
destructive  experience  for  the  recipient. 

We  can  often  see  very  clearly  how  a  mother  hurts  her  child.  When  she 
dominates,  smothers,  is  punitive,  over  demanding,  inconsistent,  unloving, 
we  are  quite  able  to  say  and  to  see  that  she  is  a  bad  mother  whose  emotional 
development  has  not  been  sound. 

When  it  comes  to  ourselves  we  are  less  able  to  see  that  we  simply  can’t 
operate  with  people  without  having  similar  components  coming  in  to 
the  picture.  If  we  need  to  dominate,  wield  authority,  if  our  own  hostile 
feelings  are  aroused,  disguise  it  though  we  may,  our  giving  may  do  more 
harm  than  good.  If  for  instance,  a  social  worker  in  an  agency,  in  handing 
out  money,  goods,  all  material  things,  to  a  person  in  need  but  along  with 
the  giving,  feels  it  needful  to  make  the  victim  of  her  benevolence  feel 
“properly  grateful,”  or  blindly  conform  to  certain  imposed  conditions  for 
receiving  that  help,  it  is  quite  obvious,  that  the  recipient  is  having  his 
personality  hurt,  through  injury  to  his  already  damaged  self  esteem,  if 
nothing  else. 

So  what?  We  are  personalities,  too,  and  perhaps  our  patterns  are  set 
so  that  we  can’t  do  any  thing  about  them,  if  indeed  we  can  gain  any  in¬ 
sight  into  what  we  are  doing.  But  lets  allay  our  own  anxieties  about  it 
all  by  resorting  again  to  what  we  know  about  personality  development. 
No  doubt  there  are  people  who,  through  their  maladjustments  shouldn’t 
be  in  any  kind  of  social  work.  It  is  the  responsibility  of  supervisors,  ad¬ 
ministrators  to  eliminate  them  —  those  that  don’t  eliminate  themselves 
right  rapidly  because  they  find  small  satisfaction  themselves  in  their  work 
For  the  rest,  those  reasonably  well  adjusted  people  who  stay,  there  is 
plenty  of  hope.  Attitudes,  not  facts,  count  for  most.  But  facts  can  help  us 
with  our  attitudes.  It  is  our  responsibility  to  study  and  to  question;  to  think 
and  to  seek  out  what  is  known  —  what  research  has  found,  the  lessons  of 
history,  the  wisdom  of  those  who  have  gone  ahead  of  us. 

Beginning  with  our  own  realization  of  the  strength  and  complexity  of 
the  forces  motivating  human  behavior  and  our  own  oneness  with  this  force 
we  can  come  to  feel  with  our  fellows.  We  share  our  frustrations  and  dis- 
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appointments,  our  weaknesses,  our  own  failures  and  secret  sinnings  with 
all  who  live.  Equally  real  are  our  dreams  and  our  aspirations,  our  happi¬ 
nesses  and  pleasures,  the  love  we  feel  for  our  dear  ones,  the  peace  that 
comes  through  the  communion  of  intimacy,  the  beauty  and  order  of  God’s 
creation  and  our  infinite  value  as  part  of  that  order.  As  we  feel  these  things 
ourselves,  as  we  sense  our  value,  and  accept  our  weaknesses,  face  our 
responsibilities  and  experience  the  satisfactions  that  come  with  this  maturi¬ 
ty,  we  can  come  to  a  realization  of  the  utter  dignity  and  worth  of  all  men, 
seeking  with  us  the  same  consumation.  It  will  be  no  task  then,  nor  imposed 
discipline,  to  give  our  respect,  our  warmth,  our  love,  to  those  we  serve. 
Our  methods  and  techniques  may  differ  but  we  can  rest  assured  that  what 
we  do  will  be  constructive  and  that  no  man’s  progress  will  be  impeded 
by  us,  who  are  trying,  in  however  small  a  way,  to  serve,  under  God’s  father- 
ship,  our  own  and  our  brother’s  need. 

The  Effect  of  Recreation  on  the  Growth  and 
Development  of  Personality 

BETTY  McCONNELL,  Recreation  Consultant, 

Southeastern  Area,  American  Red  Cross,  Atlanta,  Georgia 
(Note:  These  are  summary  notes  of  the  general  address.) 

During  the  sessions  both  yesterday  and  this  morning,  we  have  been 
getting  a  better  understanding  of  the  total  field  of  recreation,  of  recreation 
in  a  medical  setting,  of  the  patient  himself,  and  of  ourselves  as  recrea¬ 
tion  leaders.  Now  we  want  to  talk  about  the  effect  of  recreation  of  the 
growth  and  development  of  personality. 

In  my  opinion,  one  of  the  basic  objectives  of  recreation  is  the  opportunity 
it  offers  for  one  to  meet  personality  needs  that  will  enable  him  to  be  a 
happy,  participating  member  of  the  world  in  which  we  live.  Because  he 
meets  these  needs  by  expressing  himself  —  by  living  through  them  in  a 
pleasurable  experience  —  these  fulfilled  needs  then  become  a  part  of  his 
personality.  However,  as  Miss  Moran  has  said,  personality  growth  is  a 
dynamic  process  —  capable  of  change.  We  have  heard  or  have  said  our¬ 
selves:  “He  certainly  has  become  a  grumpy  old  man  since  he  has  been 
sick.’’  “Mary  has  changed.  She  seems  so  much  happier  and  more  at  ease 
during  parties.” 

What  are  some  of  the  personality  needs  that  can  be  met  (to  some  extent 
at  least)  by  recreation?  We  know  —  we  have  read  about  them  many  times  — 
Miss  Moran  mentioned  them  this  morning.  In  books,  we  can  find  them 
grouped  under  four  headings  or  twenty.  Sometimes  we  tend  to  think  of 
personality  as  having  only  one  trait  “good.” 

“She  has  a  good  personality,”  or  “her  personality  is  not  so  good.”  So  ap¬ 
parently  one’s  personality  is  good,  not  so  good,  or  just  not  existent.  But  as 
professional  people,  what  do  we  think  of  as  personality  needs?  They  in¬ 
clude  need  to  be  loved,  to  belong,  to  achieve,  to  be  independent,  to  have 
new  experiences,  to  be  creative,  to  find  dignity  and  self-esteem,  to  achieve 
maturity. 

Does  every  person  need  some  sort  of  special  recreation  planned  to  meet 
his  own  personality  needs?  No.  Fortunately  many  people  are  able  to  find, 
on  their  own,  the  kind  of  recreation  that  will  meet  recognized  or  uncon- 
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scious  personality  needs.  Under  normal  circumstances,  a  person  who  is  lone¬ 
some  joins  a  group  —  a  bridge  club,  Sunday  School  class,  Kiwanis  Club, 
or  golf  club.  If  he  needs  to  express  himself  creatively,  he  will  choose  an 
activity  to  meet  this  need.  If  he  needs  to  be  important,  that  is  to  achieve 
recognition,  he  will  probably  choose  an  activity  where  he  can  succeed.  If 
he  seeks  solitude,  he  will  take  a  walk,  play  records,  work  on  his  stamp  col¬ 
lecting  hobby. 

But  not  everyone  is  self-sufficient  in  meeting  his  own  personality  needs 
by  means  of  participating  in  recreational  activities.  Because  of  many  cir¬ 
cumstances,  a  large  percentage  of  people  need  help  in  choosing  recreation 
that  is  “tailor-made”  for  them. 

Thus  the  recreation  leader  is  needed  to  provide  the  opportunity;  to 
help  eliminate  blocks  within  the  individual  which  keep  him  from  being 
able  to  satisfy  his  own  needs;  and  to  offer  him  choices  that  might  meet 
certain  temporary  needs. 

One  such  group  of  people  is  the  patient  group.  A  sick  person  has  needs 
that  are  unmet,  accentuated,  or  created  by  his  illness.  He  can  not  seek 
satisfactory  activity.  The  confines  of  the  hospital  setting  and  his  illness 
limits  his  seeking  recreation  activities  of  his  choice. 

In  the  hospital,  the  recreation  leader  is  essential.  She  must  first  offer  a 
wide  variety  of  activities  so  that  those  who  are  self-sufficient  in  meeting 
their  personality  needs  and  interest  will  have  an  opportunity  to  participate. 

But  some  patients  are  unaLle  to  participate  for  various  reasons.  In  such 
cases  the  leader  must  plan  purposefully  and  consciously  for  individuals 
having  as  her  main  objective  to  help  the  patient  plan,  find  and  choose 
his  own  recreation. 

*##***## 

Next  Miss  McConnell  gave  a  case  history  of  a  patient.  This  patient  had 
very  definite  personality  needs  based  in  part  on  his  diagnosis,  but  mostly 
because  of  his  emotional  immaturity  and  background.  Miss  McConnell 
outlined  plans  the  recreation  worker  had  made  for  the  patient  based  on 
his  personality  needs  and  using  his  interest  in  order  to  help  meet  them. 

*«#*#*** 

It  is  the  consensus  of  many  recreation  tvorkers  that  the  most  prevalent 
need  among  the  patient  group  is  the  lack  of  skills  —  not  knowing  how  to 
play.  When  the  opportunities  are  attractive,  when  the  patients  are  helped 
to  participate  in  activities,  they  become  one  of  the  most  active  groups.  It 
seems  that  this  group  relive  the  play  they  missed  during  childhood.  .  .  . 

We  have  found  through  experience  that  certain  illness  groups  have 
common  personality  needs  (whether  this  is  cause  or  effect  is  beyond  the 
scope  of  this  discussion.)  The  diagnosis  and  treatment  of  a  patient  must 
be  considered  when  planning  his  recreation.  By  the  same  token,  let’s  re¬ 
member  that  the  patient  is  an  individual.  He  was  a  person  before  he  was  ill. 

We  must  increase  our  skills  and  knowledge  so  that  we  can  analyze  quick¬ 
ly  his  personality  needs  —  and  be  content  to  do  only  what  we  can  do.  In 
order  to  do  this,  we  must  understand  ourselves  and  our  needs.  Let’s  don’t 
lose  sight  of  the  fact,  or  worry  about  it,  that  we  too  are  human  and  some¬ 
times  our  understanding  of  someone  is  blocked. 

We  have  an  opportunity  to  help  people  but  our  opportunity  lies  in  our 
philosophy  and  in  leadership.  Only  the  patient  can  meet  his  own  personality 
needs.  The  doctor  can  prescribe  treatment  for  the  patient’s  physical  con- 
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dition  but  only  the  patient  himself  will  let  himself  get  well  by  following 
the  treatment;  the  social  worker  is  there  to  help  the  patient  with  his 
emotional  and  personal  problems,  but  only  the  patient  can  help  himself 
with  these;  we  as  recreational  leaders  can  offer  carefully  planned  recrea¬ 
tion  for  patients  to  help  themselves  by  participating.  Again,  our  objective 
is  to  help  the  patient  become  self-sufficient  in  meeting  his  own  recreational 
needs  through  interest  in  the  activities  of  his  choice. 

The  Meaning  and  Significance  of  Illness 

PAUL  HAUN,  m.  d.,  Assistant  Professor  of  Pyschiatry, 

Bowman  Gray  School  of  Medicine,  and  Clinical  Director,  Graylyn, 
Winston-Salem,  North  Carolina 

(Excerpts  from  the  address) 

In  opening  his  remarks,  Dr.  Haun  quoted  from  an  editorial  in  the  New 
England  Journal  of  Medicines  “Only  children  and  philosphers  seem  in¬ 
terested  in  why  ordinary  things  are,  rather  than  are  not,”  and  suggested 
that  nothing  was  more  ordinary  in  the  hospital  setting  than  illness.  He 
pointed  out  that  illness  and  disease  are  defined  in  the  dictionaries  in  terms 
of  their  synonyms  or  as  an  impairment  of  health,  while  health  itself  has 
been  narrowly  regarded  as  freedom  from  disease.  The  World  Health  Organ¬ 
ization,  however,  has  drawn  attention  to  the  positive  aspects  of  health, 
reminding  us  that  it  consists  of  “complete  physical,  mental,  and  social  well¬ 
being  and  not  merely  the  absence  of  disease  or  infirmity.”  Modern  medical 
thought  still  regards  the  conditions  necessary  for  health  as  the  absence  of 
disease,  but  the  conditions  sufficient  for  health  involve  a  state  in  which  the 
individual  can  express  most  of  his  drives,  needs,  and  urges  in  socially  ac¬ 
ceptable  form;  in  which  his  potentialities  are  largely  realized;  in  which 
productivity  and  individual  creation  are  facilitated  and  in  which  happiness 
and  joy  are  the  primary  feeling  tones. 

The  semantic  problem  of  understanding  the  full  significance  of  words 
used  by  others,  as  well  as  the  importance  of  refining  and  making  exact 
our  own  meanings,  was  stressed.  Dr.  Haun  stated  that  he  would  try  to  dis¬ 
cuss  both  the  denotations  and  connotations  of  his  subject.  Illness,  he  in¬ 
dicated,  was  not  really  a  synonym  for  disease.  It  was  a  word  much  used  in 
polite  society  and  as  a  euphemism.  In  one  setting  it  may  be  used  as  a  cloak 
for  social  disapproval,  as  when  a  butler  informs  a  caller,  “I  am  sorry  —  the 
madam  is  ill  (indisposed)  and  cannot  see  you”;  in  another  it  may  refer 
to  a  serious,  or  even  fatal,  disorder,  as  in  the  statement,  “He  made  a  will  just 
before  his  last  illness.”  The  word  encompasses  a  wide  range  of  severity,  great 
variation  in  duration,  and  quite  characteristically  involves  the  subjective 
feelings  of  the  patient,  as  in  the  statement,  “The  doctor  tells  me  I  have 
severe  diabetes,  but  I  don’t  feel  the  least  bit  ill.” 

Disease,  on  the  other  hand,  is  a  more  technical  word  than  illness,  implies 
considerable  duration,  carries  an  implication  of  objective,  rather  than  sub¬ 
jective,  features,  and  is  never  properly  employed  as  a  social  excuse.  Every 
disease  can  be  thought  of  as  an  illness,  but  not  all  illnesses  as  diseases.  There 
has  long  been  a  tendency  to  think  of  disease  as  something  one  “catches”  or 
“gets,”  like  typhoid  fever  or  arteriosclerosis.  Medically,  a  disease  is  regarded 
as  a  short  of  entity,  with  definite  clinical  signs  and  symptoms;  with  specific 
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“causes"  (another  very  difficult  word);  with  a  regular  course;  a  reasonably 
predictable  outcome  and,  at  times,  definite  therapy.  Diseases  tend  to  be 
progressive,  usually  refer  to  a  process,  and  are  sharply  differentiated  from 
accidents  and  injuries.  One  never,  for  example,  thinks  of  the  amputee  as 
having  the  disease  of  “one-leggedness.”  Congenital  malformations  are 
customarily  excluded  from  the  concept,  although  disease  may  be  both  con¬ 
genital  and  familial. 

It  was  pointed  out  that  the  subject  of  the  Institute— “Hospital  Recreation” 
—set  the  frame  of  the  discussion;  that  patients  go  to  hospitals  with  a  com¬ 
plaint,  a  state,  a  process,  a  reaction  pattern  which  troubles  them,  which  stands 
between  them  and  the  condition  of  health,  and  from  which  they  seek  relief. 
It  was  admitted  that  there  is  no  satisfactory  inclusive  word  to  describe  these 
states;  that  disease  was  closer  to  the  meaning  in  some  respects  than  illness 
but  in  just  as  many  ways  fell  short.  As  a  physician,  Dr.  Haun  pointed  out 
that  he  was  more  comfortable  with  the  word  “disease”  and  offered  as  a 
definition  of  the  statement  that  disease  (illness)  was  an  abnormality  of 
structure  or  of  function  which  impaired  the  adjustment  of  the  individual. 
It  was  apparent  that  almost  every  word  of  the  definition  required  analysis 
to  make  it  meaningful. 

The  abnormal  and  its  converse,  the  normal,  are  valuable  words  which  have 
fallen  into  recent  disrepute  because  of  the  difficulty  encountered  in  arriving 
at  their  explicit  meaning.  The  tendency  to  equate  normalcy  with  the  statis¬ 
tical  average  or  with  the  social  demands  of  a  particular  culture  was  noted  and 
the  question  raised  as  to  whether  an  individual  who  did  not  have  convulsive 
seizures  would  be  considered  abnormal  in  an  epileptic  colony;  a  myopic 
individual  normal  in  a  society  of  the  short-sighted.  Attention  was  called  to 
the  impossibility  of  transposing  a  statistical  average  between  cultures;  for 
example,  the  relative  susceptibility  to  smallpox,  meningococcic  meningitis,  or 
tuberculosis  in  New  York  City  and  in  Papua.  How  can  one  arrive  at  the 
normal  in  comparing  the  height  and  weight  of  the  Japanese  and  Californian 
adolescent.  The  size  of  the  sample,  the  cultural  standards  of  the  community, 
the  historical  era,  the  racial  experience,  and  the  vast  and  interlocking  se¬ 
quence  of  environmental,  constitutional,  and  hereditary  elements  must  be 
assessed  in  all  such  considerations. 

In  spite  of  the  recognized  complexity  of  the  task,  a  tentative  statement  was 
offered  that  the  normal  is  the  statistical  average  when  two  additional  con¬ 
ditions  are  obtained:  (1)  All  biologic  potentialities  of  the  specie  are  being 
realized;  (2)  The  total  impact  of  the  environmental  influences  favors  per¬ 
petuation  of  the  race.  An  abnormality,  then,  would  be  of  a  deviation  from 
the  statistical  average  which  impedes  or  prevents  realization  of  the  biologic 
potentialities  of  the  specie  and  which  adversely  influences  the  continuity  of 
the  race. 

Turning  to  the  next  word  in  his  definition,  Dr.  Haun  stated  that  to  the 
medical  worker,  “structure”  was  generally  felt  to  be  safe  and  familiar  territory, 
being  the  area  in  which  the  doctor  traditionally  operates.  It  tended  to  involve 
such  clear-cut  organic  pathology  as  cirrhosis  of  the  liver,  valvular  heart 
disease,  hemorrhage  of  the  brain,  and  cancer  of  the  bowel.  Dealing  with 
essentially  objective  manifestations  which  could  be  directly  seen,  examined, 
touched,  and  compared  either  on  the  autopsy  table  or  during  life,  the  field 
of  structure  has  been  historically  comfortable,  forming  the  basis  for  many  of 
our  past  beliefs  that  diseases  were  things  one  “got”  or  “caught.”  Such 
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endogenous  processes  as  peptic  ulcer,  which  occupy  the  interesting  transi¬ 
tional  zone  between  “getting”  and  “being,”  and  the  disease  of  epilepsy,  which 
may  occur  without  structural  pathology,  introduced  a  serious  rift  in  the 
orderly  assumption  that  diseases  were  always  manifestations  of  organic 
pathology. 

The  concept  of  junction  clarifies  many  of  these  problems  when  it  is 
realized  that  isolated  parts  of  the  body  or  the  sum  of  all  the  organs  may  not 
behave  in  a  “normal”  fashion,  even  though  organic  pathology  is  entirely 
absent.  Such  disorders  as  asthma,  angina  pectoris,  speech,  reading,  and 
writing  difficulties,  eclampsia,  and,  of  course,  a  vast  range  of  psychiatric 
disturbances  all  may  occur  without  aberration  in  structure.  All  are,  however, 
manifestations  of  serious  disturbances  in  function.  This  is  the  point  at  which 
the  so-called  medical  realist  experiences  difficulty.  A  grasp  of  the  facts  as 
they  are  now  widely  understood  entails  the  conceptualization  of  a  continuing 
series  from  organic  through  psychosomatic  to  functional  disturbances,  without 
the  presence  of  identifiable  lines  of  demarcation.  Such  a  viewpoint  considers 
a  search  for  the  bacillus  of  grief  as  pointless  as  the  view  that  objective  organic 
pathology  is  hallucinatory.  Denial  of  the  significance  of  function  in  clinical 
practice  involved  the  medical  worker  in  the  unenviable  position  of  denying 
the  possibility  of  falling  in  love,  the  existence  of  jealousy  or  of  hate.  Man 
must,  of  course,  be  identified  as  a  physical  organism  but  he  is  nonetheless, 
nor  any  less  importantly,  a  thinking,  a  feeling,  and  a  believing  organism. 
Contemporary  medical  thought  regards  him  primarily  as  a  unitary  organism 
acting  and  reacting  in  a  social  context. 

The  word  “impair”  was  chosen  in  the  definition  of  disease  because  it  is 
relative  and  can  include  the  mild,  the  moderate,  and  the  severe. 

Adjustment,  perhaps  the  most  significant  word  of  the  definition,  includes 
three  essential  concepts: 

(a)  Homeostasis,  the  balanced  physiologic  equilibrium  between  organs  and 
systems  of  the  body. 

(b)  The  psychic  state,  or  the  character.  In  this  sense,  adjustment  is  con¬ 
cerned  with  such  things  as  peace  of  mind,  inner  security,  self-respect,  and 
maturity. 

(c)  Environmental  relationships  in  all  their  complexity;  relationships  to 
things,  to  natural  and  cultural  forces,  and  to  people.  It  includes  one’s  social, 
political,  religious,  economic,  and  familial  relationships,  to  name  but  a  few. 

Adjustment  obviously  may  be  faulty  in  one  or  all  of  these  areas  and  any 
degree  of  impairment  may  be  noted.  Dr.  Haun  quoted  from  Karl  Menninger’s 
“Changing  Concepts  of  Disease,”  an  address  delivered  before  the  29th  An¬ 
nual  Meeting  of  the  American  College  of  Physicians  and  published  in  the 
Annals  of  Internal  Medicine  for  August,  1948.  He  concluded  his  remarks  by 
stating  that  the  definition  of  disease  which  had  been  offered  left  much  to  be 
desired:  “Perhaps  we  will  never  come  to  an  Aristotelian  definition  of  disease 
or,  for  that  matter,  of  life  or  of  energy.  It  is  worth  our  notice,  however,  that 
a  very  ancient  profession— that  of  the  physician— has  devoted  itself  for  cen¬ 
turies  to  one  end:  the  diagnosis,  treatment,  and  prevention  of  disease.  As  re¬ 
search  continues  and  as  medical  thinking  probes  deeper  and  deeper  into  the 
mysteries  of  the  unknown,  we  are  assured  that  the  boundaries  of  disease  will 
grow  more  and  more  clear  and  that  unremitting  attention  will  continue  to  be 
paid  to  the  very  topic  we  have  lightly  touched  today— the  meaning  and 
significance  of  illness.” 
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The  Effect  of  Illness  on  the  Individual 

George  C.  Ham,  M.  D.,  Head,  Department  of  Psychiatry,  North  Carolina 
Memorial  Hospital,  Chapel  Hill,  North  Carolina 

(Excerpts  from  the  address) 

Considering  maturity  as  characterized  by  a  good  capacity  for  successful 
adaptation,  we  might  begin  by  suggesting  that  maturity  and  health  are  closely 
related  but  not  identical  concepts.  That  is,  the  healthy  person  is  also  a 
mature  person;  but  on  the  other  hand  a  mature  person  may,  under  sufficiently 
severe  stress,  decompensate,  in  which  case  he  becomes  ill.  Health,  then,  im¬ 
plies  being  in  and  maintaining  a  state  of  successful  adaptation.  This  involves 
a  condition  of  internal  harmony  or  balance,  a  steady  state,  which  can  be 
maintained  with  a  minimum  expenditure  of  energy,  and  in  which  energy 
is  available  for  the  life  tasks. 

In  contrast  to  this  we  offer  the  suggestion  that  disease  represents  a  state 
of  unbalance,  or  disharmony,  where  the  organism  has  failed  in  its  adaptation 
to  stress. 

*  *  *  * 

When  the  organism  is  successfully  adapted  to  its  environment  and  is  able 
to  maintain  this  state  free  of  undue  excitation  and  relatively  free  to  pursue 
life’s  tasks,  a  state  of  health  is  said  to  exist.  On  the  other  hand,  when  adapta¬ 
tion  fails,  when  the  dynamic  equilibrium  with  the  environment  is  disrupted, 
a  state  of  disease  may  be  said  to  exist  until  an  effective  equilibrium  can 
again  be  achieved  and  effective  interaction  with  the  environment  restored. 
Both  health  and  disease  must  be  necessity  to  relative  terms,  and  a  sharp  divid¬ 
ing  line  is  not  always  possible.  One  may  speak  of  a  person  as  being  more  or 
less  healthy.  The  presence  of  disease  may  be  established  on  both  subjective 
and  objective  grounds. 

The  task  of  medical  science  then,  is  to  develop  means  of  interpreting  the 
symptoms  which  patients  bring  and  of  evaluating  and  discovering  objective 
signs  of  adaptive  failures,  and  to  develop  techniques  of  aiding  the  adaptive 
process.  The  magnitude  of  this  job  is  such  as  to  necessitate  specialization  of 
interest  and  technique  (isolation),  but  it  is  important  to  retain  an  overall 
perspective  of  the  whole  problem  of  adaptation.  Each  of  the  medical 
disciplines,  preclinical  and  clinical,  deals  with  the  same  basic  problem  of 
adaptation,  successful  and  unsuccessful,  and  each  focuses  on  some  particular 
aspect  or  system.  Dynamic  psychology  and  psychiatry,  because  they  are  con¬ 
cerned  with  the  integrative  systems,  the  overall  adaptation  of  the  organism  to 
internal  and  environmental  forces,  have  concern  with  all  the  branches  of 
medicine  and  further,  stand  between  the  natural  sciences  and  the  social 
sciences.  Therefore,  there  is  no  disease  with  which  we  are  not  concerned. 

The  human  organism,  in  common  with  other  living  structures,  must  in 
relationship  to  its  environment  maintain  its  intactness,  grow,  and  reproduce 
(the  instinctual  drives)  and  in  pursuing  this  destiny  it  encounters  and  must 
overcome  a  great  variety  of  stresses.  A  continuous  struggle  ensues  between 
the  organism  and  the  environment.  If  the  organism  succeeds  in  maintaining 
mastery  of  the  environment,  health  is  the  result;  if  success  is  incomplete, 
disease  is  the  outcome;  and  if  the  environment  wins,  death  results. 

*  *  *  * 

In  dealing  with  the  environment  and  in  pursuing  its  instinctual  aims  the 
organism  operates  as  an  integrated  unit  and  all  bodily  functions  are  attuned 
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to  the  task  of  avoiding  too  strong  excitation,  from  within  or  without,  and 
maintaining  a  state  free  of  uncomfortable  pressures.  But  when  the  individual 
encounters  an  environmental  force  which  acts  to  disrupt  directly  the  physi¬ 
ological  integration  (i.e.,  a  pathogenic  bacteria  or  physical  trauma)  or  to 
block  the  gratification  of  an  instinctual  need  (i.e.,  a  nutritional  deprivation 
or  a  sexual  taboo),  some  attempt  at  adaptation  to  this  situation  must  be  made. 
The  speed  and  effectiveness  of  this  adaptation  will  determine  whether  or  not 
health  is  retained  or  disease  results. 

*  *  *  * 

All  levels  of  adaptation  are  concerned— chemical,  physiological,  psychologi¬ 
cal  and  social.  For  this  discussion  we  will  focus  our  attention  chiefly  on  the 
adaptive  mechanisms  of  the  mental  apparatus,  keeping  in  mind  that  all 
expressions  and  responses  of  the  mental  apparatus  are  accomplished  by  the 
body  and  its  various  organ  systems. 

*  *  *  * 

Disease  may  be  brought  about  in  a  number  of  ways: 

1.  A  developmental  or  acquired  defect  or  constitutional  weakness  of  some 
organ  or  part  of  the  body  which  interferes  with  certain  adaptive  functions 
from  birth  on.  Theoretically  this  may  include  defects  in  the  mental  apparatus 
itself  and  of  course  in  the  brain,  the  organ  of  the  ego. 

2.  An  outer  stress,  which  interferes  seriously  with  basic  needs  or  which 
damages  parts  or  systems  of  the  body.  This  might  include  such  things  as 
inadequate  water,  food  and  oxygen  as  well  as  love;  physical  trauma,  parasites, 
poisons,  etc.,  as  well  as  a  threat  of  these  (i.e.,  physical  trauma  from  anger). 

3.  A  change  in  internal  dynamics  which  require  a  changed  relationship  to 
the  environment,  such  as  for  example,  occurs  at  puberty,  pregnancy,  meno¬ 
pause,  etc.  Such  a  change  may  also  be  stimulated  by  an  external  stimulus 
which  mobilizes  latent  internal  forces  (i.e.,  a  sexual  temptation  or  an  allergy). 

4.  Any  combination  of  the  first  three  may  be  implicated. 

#  *  #  * 

No  static  concept  of  stress  can  be  entertained.  What  constitutes  a  stress  at 
one  phase  or  period  of  life  or  under  one  circumstance,  may  be  quite  in¬ 
nocuous  or  easily  dealt  with  at  other  times.  As  examples  one  might  cite  the 
effect  of  smallpox  virus  before  and  after  vaccination  (i.e.,  before  and  after 
a  new  adaptation)  or  the  effect  of  separation  from  a  parent  at  age  one  and  31. 
Whether  or  not  such  situations  continue  to  be  stressful  depends  upon  what 
adaptations  have  taken  place.  Therefore  in  evaluating  a  possible  stress,  it  is 
necessary  to  know  something  of  its  intensity,  duration,  acuteness,  as  well  as 
the  previous  experience  of  the  individual  with  the  possible  stress. 

*  #  #  * 

When  a  stress  is  encountered  the  organism  must  deal  with  it,  regardless 
of  its  source.  If  the  capacity  of  the  organism  to  deal  with  the  stress  is  not  high, 
disease  (or  death)  is  the  result.  The  symptoms  (subjective  manifestations)  and 
signs  (objective  manifestations)  of  disease  will  thus  consist  of  a  combination 
of  the  following: 

1.  The  instinctual  need  seeking  or  requiring  satisfaction  (i.e.,  the  sugar 
appetite  of  the  diabetic,  the  call  for  help  of  the  person  with  pain,  or  the 
disguised  aggression  of  the  person  whose  direct  expression  of  aggression  is 
blocked). 
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2.  1  he  inner  perception  of  a  disturbed  equilibrium  or  an  unsatisfied  need. 
This  introduces  the  concept  of  conscious  and  unconscious  anxiety  and  guilt 
as  well  as  the  general  awareness  expressed  as  “I’m  sick,”  “I  feel  badly,”  etc. 

3.  The  various  adaptive  devices,  old  and  new,  chemical  and  physiological, 
psychological,  and  social  which  come  into  play  to  cope  with  the  stress  and 
to  restore  equilibrium. 

4.  The  actual  structural  or  functional  damage  which  results  from  the  stress 

itself  (i.e.,  fractured  leg  or  cavitation  of  lungs  from  tuberculosis)  or  from 

failures  of  adaptation. 

c  #  #  *  # 

In  any  patient  the  total  picture  of  the  illness  can  be  comprehended  and 
understood  if  these  four  contributors  to  the  clinical  picture  are  kept  in  mind. 

Implicit  in  this  concept  of  disease  is  the  idea  that  there  is  some  internal 
perception  or  awareness  of  disturbed  equilibrium  or  unsatisfied  need  which 
somehow  triggers  the  adaptive  response.  Such  a  concept  might  be  illustrated 
through  anxiety  which  is  defined  as:  “The  danger  signal  by  the  ego  indicating 
that  the  balance  is  in  danger  of  being  upset  by  an  access  of  too  strong  in¬ 
stinctual  forces  or  intolerable  external  forces  that  threaten  the  integrity  of 
the  organism  and  might  not  be  mastered.” 

Anxiety  may  be  thought  of  as  a  danger  signal,  a  warning  to  the  organism 
that  it  might  be  destroyed  or  damaged.  The  basic  condition  for  the  develop¬ 
ment  of  anxiety  is  that  in  which  the  organism  is  overwhelmed  by  an  excess 
of  excitation,  originating  internally  or  externally.  This  includes  the  birth 
process  itself,  hunger,  sucking  need,  thirst,  suffocation,  physical  restraint,  loud 
noise,  bright  light,  large  objects,  painful  stimulation,  etc.  Such  stresses  are 
mastered  to  varying  degrees,  but  the  tolerable  thresholds  may  be  exceeded  in 
later  life,  leading  to  recurrence  of  anxiety  and  the  necessity  for  new  adapta¬ 
tions  to  reduce  the  intensity  of  the  stimulation.  This  may  be  illustrated  by 
the  anxiety  which  might  be  provoked  by  a  loud  noise,  a  flash  of  light,  or  a 
sudden  intense  bodily  sensation. 

Since  protection  from  such  excessive  stimulation  is  provided  the  dependent, 
helpless  infant  by  the  parent,  separation  from  the  parent  may  in  itself  be  felt 
as  a  danger,  particularly  if  separation  and  intolerable  excitation  are  associated 
in  a  cause  and  effect  relation.  Thus  when  the  parent  is  not  visible,  audible, 
or  reachable  by  a  cry,  the  infant  may  feel  in  danger  of  overwhelming  excita¬ 
tion.  This  accounts  for  the  fear  of  darkness,  strangers,  being  alone,  etc. 
which  characterizes  many  small  children.  Any  illness  at  any  age  may  revive 
such  fears.  This  is  the  anxiety  of  the  period  of  dependency. 

#  *  *  * 

Thereafter,  one  may  visualize  the  danger  signal  of  anxiety  arising  whenever 
the  child  has  to  deal  with  internal  pressures  which  cannot  be  satisfied  or 
which  bring  him  into  conflict  with  his  environment  and  when  he  encounters 
excessive  stress  or  stimulation  from  his  environment.  When  the  anxiety  of 
the  child  is  successful  in  fulfilling  its  function  as  a  danger  signal  and  leads 
to  the  mobilization  of  appropriate  and  adequate  adaptations  a  healthy  devel¬ 
opment  results.  Where  failures  or  poor  or  no  adaptations  occur  these  are 
left  behind  as  weak  spots  or  chinks  in  the  defensive  armor. 

#  *  *  # 

While  many  other  aspects  of  this  subject  may  be  presented,  this  general 
analysis  will  suffice  to  indicate  the  place  of  the  effects  of  illness  on  the  in- 
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dividual.  This  and  other  knowledge  related  to  the  problem  can  prove  of 
value  to  the  hospital  recreation  leader  in  cooperation  with  the  doctor  and 
hospital  administration  in  bringing  maximum  services  to  the  patient. 

Leadership 

By  Marion  Preece, 

Field  Representative,  Southern  District,  National  Recreation  Association 

(Excerpts  from  the  address) 

As  one  studies  the  hospital  recreation  field,  there  is  immediate  concern  and 
interest  in  leadership.  It  is  this  way  in  all  divisions  of  recreation— leadership 
is  the  outstanding  problem.  The  effectiveness  of  any  program  depends  upon 
the  type  of  leaders  directing  the  program. 

Within  the  past  few  years  a  number  of  interesting  developments  have 
occurred  in  regard  to  better  personnel: 

1.  The  universities  and  colleges  of  the  country  are  becoming  increasingly 
aware  of  recreation  and  are  developing  a  curriculum  designed  to  produce 
good  leaders. 

2.  The  universities  and  colleges  are  also  sponsoring  correspondence  courses 
and  extension  classes  to  assist  in  the  improvement  of  leaders  now  in  the  field. 

3.  Recreation  workers  on  the  administrative  level  are  putting  stress  on  in- 
service  training,  thus  constantly  enriching  personnel. 

4.  Attention  is  being  given  to  research  on  this  subject  and  texts  and  manu¬ 
scripts  are  being  published  in  increasing  numbers. 

5.  Gradually  young  people  are  realizing  that  recreation  is  a  field  of  career 
opportunity,  and  more  and  more  of  them  are  going  into  recreation  leadership 
studies. 

6.  The  National  Recreation  Association  has  a  strong  Committee  on  Person¬ 
nel  broken  down  into  various  sub-divisions  giving  concentrated  attention  to 
the  promotion  of  leadership. 

It  is  interesting  to  note  the  progress  made  by  hospital  recreation  personnel 
over  the  past  years  in  the  understanding  of  the  job  to  be  clone  and  the 
techniques  developed.  Through  the  programs  of  the  Veterans  Administration, 
the  American  National  Red  Cross,  and  the  work  in  the  various  state  institu¬ 
tions,  along  with  the  interest  in  general  hospitals,  public  and  private,  there  is 
rapidly  developing  throughout  the  country  a  strong  recreation  leadership 
in  the  hospital  field.  To  the  full-time  and  part-time  professional  leaders  must 
be  added  a  vast  army  of  volunteers. 

If  we  are  to  realize  the  potentialities  of  recreation  for  developing  desirable 
character  traits,  encouraging  skills,  and  awakening  life-time  interests,  we  must 
recognize  the  need  for  highly  qualified  leaders. 

Due  to  the  variety  of  leisure  time  activities  the  standards  desired  and  the 
methods  involved  in  programs  it  is  essential  that  leaders  be  given  a  broad 
educational  background  as  well  as  training  in  the  special  area  of  the  recrea¬ 
tion  field  which  they  are  preparing  for.  Emphasis  must  be  placed  on  the 
philosophy  of  recreation  as  well  as  on  the  techniques  required  for  implement¬ 
ing  the  program.  Pre-service  training  and  internship  should  be  generally 
comparable  in  amount  and  thoroughness  to  that  preparation  required  for 
any  professional  service. 
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Needless  to  say  the  training  process  should  continue  while  leaders  are  on 
the  job. 

Recreation  must  compete  with  other  fields  of  employment  in  attracting 
and  holding  qualified  workers.  Those  familiar  with  the  current  practice  in 
recreation  will  notice  the  discrepancy  between  actual  conditions  in  the  field 
and  theoretical  standards.  This  will  be  apparent  most  strikingly  in  respect  to 
recommended  standards  of  education  and  the  actual  compensations  such  as 
salary,  recognition,  retirement,  vacations,  and  other  general  practices  relating 
to  recreation  employment.  In  order  to  secure  and  retain  the  right  kind  of 
personnel,  conditions  of  employment  attractive  to  qualified  workers  and  com¬ 
pensations  commensurate  with  preparation  must  be  provided  as  well  as  oppor¬ 
tunity  for  the  leader  to  achieve  satisfaction  and  status  for  a  job  well  done. 

How  Can  Recreation  Needs  be  Discovered 

and  Met? 

Group  Discussions:  Leader,  Madolin  Cannon,  Recreation  Consultant, 
Eastern  Area  Office,  American  Red  Cross,  Alexandria,  Virginia. 

In  the  previous  sessions  we  have  reviewed  the  philosophy  of  recreation 
which  recognizes  the  basic  needs  of  individuals,  the  effect  of  illness  on  the 
individual,  and  the  effect  of  recreation  on  personality  growth  and  develop¬ 
ment.  With  this  background  and  knowledge,  we  will  try  during  this  session 
to  see  how  the  recreation  leader  can  discover  the  recreation  needs  of  patients 
and  how  these  needs  can  be  met. 

We  are  often  remiss  as  recreation  leaders  in  properly  interpreting  to  others, 
and  even  to  ourselves,  the  necessary  purposeful  planning  of  our  work  with 
people.  We  are  prone  to  give  a  superficial  response  to  inquiries  about  the 
service  which  we  are  providing.  Some  of  us  may  have  intuitive  ability  to 
evaluate  situations  and  we  neglect  to  analyze  the  factors  that  were  important 
in  meeting  the  situation  successfully.  We  are  apt  to  be  deeply  offended  when 
we  are  not  afforded  the  professional  recognition  which  we  believe  is  our  due. 
We  allow  others  to  believe  that  our  work  is  just  a  lark  and  that  all  that  is 
needed  to  be  a  successful  recreation  leader  is  an  outgoing  personality,  an 
interest  in  people  and  an  ability  to  get  along  with  all  types  of  personalities. 
When  we  are  asked  about  our  work,  we  usually  rattle  off  a  list  of  activities,  all 
of  which  sound  like  fun  and  w'e  let  the  matter  drop  at  that  point. 

How  many  of  us  take  the  time  to  explain  the  considerations  which  we  have 
to  give  for  each  recreation  service  in  terms  of: 

Knowledge  of  the  individuals  concerned,  their  interests,  background, 
abilities,  limitations  and  personality  traits. 

The  physical  facilities  and  equipment  available. 

Medical  information  on  the  various  illnesses  and  disabilities  in  our 
hospital. 

Knowledge  of  the  strengths  and  weaknesses  of  the  available  leaders  in 
professional,  volunteer  and  patient  categories. 

And,  the  skill  of  co-ordinating  all  these  factors  together  to  provide  a  worth¬ 
while  service  to  our  patients. 

Let  us  this  afternoon  try  to  analyze  the  methods  which  we  use  to  find  the 
interests  of  our  patients  and  also  to  consider  the  factors  involved  in  meeting 
these  discovered  recreation  needs.  There  are  some  areas  of  recreation  service 
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such  as  movies,  spectator  type  shows  and  dances  which  fall  into  more  or  less 
of  a  pattern  because  of  the  general  interest  of  groups  of  patients.  Let  us  not 
concern  ourselves  with  this  fact  of  group  recreation  service  but  concentrate 
on  the  recreation  service  which  is  geared  to  and  focused  on  the  interests  and 
abilities  of  the  individual  patients. 

To  facilitate  covering  the  subject  in  the  allotted  time  and  to  take  the  oppor¬ 
tunity  of  pooling  our  thoughts,  we  decided  that  we  would  use  a  little  student 
participation  in  terms  of  so  called  Buzz  groups.  Half  of  the  groups  will  focus 
on  methods  of  discovering  recreation  needs  while  the  other  group  will 
concentrate  on  the  factors  involved  in  meeting  these  needs.  Each  group  will 
discuss  one  aspect.  One  member  of  each  group  will  act  as  the  leader  to  guide 
the  discussion  and  keep  it  on  the  question  concerned.  There  will  also  be  a 
reporter  in  each  group  who  will  note  the  major  points  brought  out  by  the 
group  and  who  will  report  the  findings  to  the  total  body  at  the  close  of  the 
discussion  period.  The  discussion  period  will  be  twenty  minutes  in  length.  The 
responsibility  of  each  group  member  will  be  to  contribute  to  the  discussion 
of  the  questions  at  hand,  to  recognize  that  each  person  in  the  group  is  an 
important  entity  and  to  gear  his  thinking  to  an  objective  discussion  of  the 
subject  at  hand.  The  leader  and  reporter  in  each  group  will  make  themselves 
known  to  you.  They  have  had  a  brief  training  on  their  particular  function. 
The  groups  were  then  formed  and  had  a  discussion  period.  Each  chairman 
then  presented  an  outline  of  the  finding  upon  which  general  discussion 
followed. 

GROUP  SESSIONS 

GROLT  I.  How  does  the  recreation  worker  in  her  relationship  with  the 
individual  patient  pick  up  clues  of  patient’s  interests? 

Establishment  of  rapport  between  recreation. 

Visiting  each  new  patient. 

Ward  survey  to  find  special  interests. 

Publicity  through  the  medium  of  a  bulletin  board  or  patient  publication. 

Suggestion  box. 

Close  observation  of  patient  during  activity,  noting  response,  strengths 
and  weaknesses. 

Patient  Council. 

GROUP  II.  How  far  does  the  recreation  worker’s  responsibility  go  in  de¬ 
termining  recreation  service  within  medical  limitations? 

Workers  must  have  general  information  on  the  type  background  and 
limitations  of  the  illness. 

Worker  must  know  specific  limitations  of  special  disabilities  such  as  T.B. 

Worker  must  consult  with  doctor  to  determine  limitations  as  they  relate 
to  recreation. 

Worker  has  responsibility  to  interpret  situation  and  adaptations  of  recrea¬ 
tion  service  to  the  medical  staff. 

Regular  medical  approval  must  be  obtained  by  worker  for  the  program. 

GROUT  III.  What  background  information  is  important  for  recreation 
leader  to  know  about  individual  patients? 

Age  of  patient. 

Educational  background. 

Former  occupation. 

Cultural  background. 

Patient’s  talents  and  skills. 
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GROUP  IV.  What  other  personnel  should  the  recreation  worker  use  as 
resources  for  discovering  the  recreation  interests  of  individual  patients? 

All  contacts  with  patient  on  a  professional,  non-professional,  social,  medical, 
and  personnel  basis  such  as: 

Doctors,  nurses,  attendants. 

Social  workers,  chaplains,  librarians,  0.1'.,  P.T. 

Volunteers,  including  community  groups. 

Other  patients. 

Patient’s  relatives. 

Recreation  worker  should  educate  the  above  to  observe,  be  aware,  and  to 
secure  information  regarding  the  interests  and  needs  of  patients. 

GROUP  V.  When  medical  limitations  restrict  the  patient  from  pursuing 
previous  interests,  how  does  the  recreation  worker  adapt  recreation  service? 
Begin  with  adaptations  of  present  interests. 

Adaptations  of  equipment. 

Think  in  terms  of  interests  rather  than  activity  such  as  forums,  discussion 
groups,  hobby  interests. 

Redirection  may  be  accomplished  by  exposure  to  interests  of  others. 
GROUP  VI.  When  the  physical  space  and  equipment  are  limited,  what 
adaptations  can  be  made? 

Through  ingenuity  of  recreation  worker,  hall  activities  can  be  adapted  to 
ward  situations  if  pre-planning  is  given  to  adaptation  of  equipment  and 
space. 

A  pre-planning  can  be  utilized  if  the  presentation  space  is  inadequate. 
GROUP  VII.  What  constitutes  minimum  space  and  equipment  lor  recrea¬ 
tion  service  in  a  hospital  setting? 

Minimum  equipment— music,  piano,  record  player,  radio 
Movies 

Games— table  games,  cards,  etc. 

Minimum  space— storage  space  for  equipment, 
recreation  office 

space  to  work  with  patients  on  wards  or  recreation  room. 

GROUP  VIII.  What  are  sources  for  leadership  assistance  which  should 
be  used  by  recreation  workers  in  meeting  the  recreation  needs  of  patients? 
Recreation  leader  herself  plus  professional  recreation  staff. 

Patients,  individual  and  council  members. 

Hospital  staff,  such  as  ward  attendants  and  other  professional  hospital 
staff  who  have  special  skills. 

Volunteers— individuals  and  community  groups,  including  hobbyists. 

The  Volunteer  in  Hospital  Recreation 

C.  C.  Bream,  Jr.,  Chief,  Recreation  Division,  Recreation  Service, 
Special  Services,  Veterans  Administration— Washington,  D.  C. 

Few,  if  any  hospitals  represented  here  today  or  throughout  the  United 
States,  are  sufficiently  staffed  with  professional  recreation  personnel  to  meet 
fully  and  completely  the  medically  approved  recreation  needs  of  their 
patients.  Of  the  several  ways  to  remedy  a  situation  of  this  nature,  one  of  the 
surestand  best  means  is  through  the  wise  and  intelligent  use  of  volunteers. 
This  does  not  mean  that  you  would  be  getting  something  for  nothing.  Such 
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a  misconception  on  the  part  of  management,  and,  in  this  case,  the  Recreation 
staff,  can  lead  to  unfortunate  consequences.  If  the  contribution  of  volunteers 
to  the  hospital  program  is  to  be  truly  meaningful  and  worthwhile,  there  is  a 
cost  involved  to  both  management  and  the  recreation  staff  in  the  outlay  of 
time,  energy,  planning,  devising,  adapting,  supervising,  evaluating,  and  on- 
the-job  instruction. 

The  wise  and  intelligent  use  of  volunteers  in  any  hospital  program  re¬ 
quires  hard  work  on  the  part  of  the  “user.”  The  degree  of  efficiency  and  value 
of  the  contribution  of  the  volunteer  to  the  recreation  program  is  dependent 
to  a  great  extent  on  the  planning  of  the  concerned  professional  Recreation 
personnel  that  preceded  the  services  rendered  by  the  volunteers.  The  value  of 
the  contribution  of  the  volunteer  to  the  recreation  program  depends  as  much 
upon  the  method  and  manner  of  handling  the  volunteer  by  concerned  hospi¬ 
tal  personnel  as  it  does  upon  the  caliber  of  the  volunteer  himself. 

To  do  an  effective  job  and,  thereby,  make  a  real  contribution  to  the 
hospital  recreation  program,  the  volunteer  must  experience  continually  a 
rich,  creative,  and  satisfying  feeling  of  being  of  real  service  to  others  who  need 
help.  The  person  in  charge  of  the  hospital  recreation  program  (Recreation 
Director;  Chief,  Recreation  Section)  is  responsible  for  obtaining  and  main¬ 
taining  this  condition.  (For  purposes  of  this  paper  the  person  responsible  to 
management  for  the  conduct  and  operation  of  the  hospital  recreation  program 
will  be  referred  to  as  the  “Recreation  Director.”) 

Effective  utilization  of  volunteers  is  one  of  the  major  responsibilities  of  the 
Recreation  Director.  The  following  steps  are  recommended  in  discharging 
this  responsibility: 

1.  Determine  the  Need  for  Volunteers 

a.  Determine  the  scope  of  the  recreation  program  for  your  hospital— its 
depth  and  breadth.  This  will  require  an  intimate  knowledge  of  the  specific 
and  general  abilities  of  each  member  of  your  professional  Recreation  staff, 
the  facilities  and  equipment  with  which  to  work  including  those  of  the 
community  that  will  be  available,  and  the  number  and  types  of  patients 
being  treated.  From  this  information  you  will  be  able  to  plan  the  basic 
program  for  your  hospital. 

b.  Consult  with  management  and  responsible  medical  personnel  for  the 
purpose  of  recommending  the  program  you  believe  will  prove  most  beneficial 
to  the  patient,  and  thus  be  of  greatest  assistance  to  the  doctor  in  his  work 
of  helping  the  patient  get  well.  From  such  a  conference  or  conferences  your 
basic  program  will  be  determined.  This  is  not  to  imply  that  there  will  not 
be  changes  in  the  program  from  time  to  time.  No  recreation  program  worthy 
of  its  position  in  a  treatment  program  can  afford  to  remain  set  and  static.  The 
Recreation  Director  is  then  required  to  determine  the  number  of  volunteers 
that  will  be  needed  to  supplement  the  work  of  his  professional  staff  in 
conducting  the  medically  desired  and  approved  program  for  his  hospital. 

2.  Recruitment  of  Volunteers.  Having  determined  the  number  of  volunteers 
that  will  be  needed  in  the  hospital  recreation  program,  the  next  major  step 
is  recruitment  of  volunteers.  Recent  experience  gained  in  the  activation  of 
new  hospitals  has  proved  the  wisdom  of  starting  with  fewer  volunteers  than 
is  believed  will  be  ultimately  needed.  In  so  doing,  you  will  be  rendering  a 
service  to  the  volunteers  who  are  selected,  and  enhance  the  chances  of  your 
recreation  program  proving  more  acceptable  to  management,  medics,  and 
patients.  All  too  often  volunteers  are  recruited  quantitatively  rather  than 
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qualitatively,  resulting  in  more  volunteers  being  accepted  than  can  be 
properly  supervised.  Being  overstaffed  with  professional  Recreation  personnel 
can  be  more  harmful  to  a  recreation  program  than  being  understaffed.  In 
like  manner,  a  recreation  program  can  be  irreparably  harmed  by  having  more 
volunteers  than  can  be  efficiently  and  effectively  used. 

Recruitment  of  volunteers  must  be  accomplished  in  a  systematic  manner. 
This  is  as  necessary  for  the  the  small,  private  or  community  hospital  as  it  is 
for  the  larger  state  or  federal  hospital. 

A  “clearing  station”  through  which  volunteers  are  recruited  will  be  of 
inestimable  value  to  the  Recreation  Director.  Through  such  a  station  the 
specific  needs  of  the  hospital,  for  volunteers,  can  be  made  known  to  organiza¬ 
tions,  or,  in  some  cases,  specific  individuals  having  the  qualifications,  back¬ 
ground,  and  experience  required.  The  size  and  makeup  of  these  “clearing 
stations”  vary  greatly.  In  some  small  hospitals  where  the  need  for  volunteers 
is  limited,  the  Recreation  Director  alone  serves  in  such  a  capacity,  making 
direct  contact  with  community  service  clubs,  national  organizations,  and 
individuals,  in  order  to  obtain  the  volunteers  desired.  Other  Recreation 
Directors  of  small  hospitals,  with  the  consent  and  cooperation  of  the  hospital 
management,  benefit  in  recruiting  volunteers  through  the  use  of  an  established 
Hospital  Recreation  Volunteer  Committee  of  the  community.  Such  a  com¬ 
mittee  receives  from  the  Recreation  Director  requests  for  volunteer  assistance 
and,  in  turn,  carries  out  the  functions  necessary  to  obtain  volunteers  with 
the  qualifications  required  for  the  job  to  be  done.  The  agency  with  which 
I  am  privileged  to  be  associated,  namely,  the  Veterans  Administration,  has  a 
very  definite  and  clearly  outlined  procedure  of  recruitment.  The  expressed 
needs  of  the  chief  recreation  section  are  made  known  to  the  hospital  volunteer 
committee  composed  of  representatives  of  both  local  and  national  service  and 
welfare  organizations.  Through  the  membership  of  these  organizations, 
individuals  or  groups  are  recruited  for  possible  assignment  in  the  hospital 
recreation  program. 

For  those  of  you  not  connected  with  the  Veterans  Administration,  I  want 
to  assure  you  that  there  are  definite  regulations  and  established  procedures 
which  are  followed  in  the  recruitment  and  utilization  of  volunteers  in  the 
Veterans  Administration  recreation  program.  For  your  information,  the 
Veterans  Administration  program,  which  is  known  as  the  Veterans  Admini¬ 
stration  Voluntary  Service  program,  is  clearly  outlined  in  VA  Pamphlet  6-2, 
entitled  “Your  Job  as  a  Volunteer.” 

3.  Screening  and  Selecting  the  Volunteer.  The  details  involved  in  this  step 
are  of  such  a  nature  and  of  such  magnitude  that  the  responsibilities  involved 
must  be  shared  with  the  organizations  providing  the  volunteers  or  other 
persons  capable  of  rendering  such  assistance.  The  importance  of  screening 
volunteers  previous  to  selection  for  the  work  to  be  done  cannot  be  over¬ 
estimated.  Then,  too,  the  volunteer’s  ability  to  perform  the  specific  tasks  to 
which  he  may  be  assigned  must  be  determined  as  well  as  possible  in  advance. 
The  best  means  for  making  such  determination  concerning  the  prospective 
volunteer  are: 

a.  Interview 

b.  Observing  under  simulated  conditions. 

c.  Review  of  such  personal  records  as  may  be  made  available. 

d.  Reference  from  individuals  and  organizations  with  whom  he  has  worked 
or  been  associated. 
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The  following  criteria  have  been  used  successfully  in  determining  the 
suitability  of  a  volunteer  engaging  in  hospital  recreation,  involving  as  it  does 
contact  with  sick  people: 

1.  Emotional  stability— stability  on  the  job. 

2.  Sense  of  personal  responsibility. 

3.  Honesty  and  integrity. 

4.  Neatness  and  presentability. 

5.  Ease  in  working  with  others. 

6.  Earnest  desire  to  serve  sick  people. 

7.  Physical  ability  to  perform  the  assignment. 

8.  Personality  traits,  such  as  tact,  patience,  congeniality,  and  kindness. 

9.  Sense  of  pride  in  volunteer  work. 

During  this  period  of  screening  it  should  be  possible  to  learn  something 
of  the  volunteer’s  talents  and  abilities  in  specific  fields;  personal  interests  and 
hobbies,  as  well  as  experience  and  training  background.  Such  information 
will  be  helpful  in  the  assignment  of  the  volunteer  to  a  particular  field  or  a 
specific  job  in  the  recreation  program. 

In  addition,  the  prospective  volunteer  should  be  apprised  of  the  hospital’s: 

1.  History. 

2.  Standards. 

3.  Source  of  income. 

4.  Type  and  number  of  patients. 

5.  Organizational  operations  structure. 

6.  Personnel  practices  and  governing  statutes. 

7.  Volunteer  services  being  rendered,  and  by  whom. 

Assuming  the  volunteer  has  successfully  passed  the  standards  established 
for  assignment  and  there  is  a  need  for  his  assistance  in  a  particular  field  or 
for  a  specific  job  in  the  recreation  program,  the  Recreation  Director  or  his 
designated  representatives  should  then  discuss,  in  detail,  the  specific  respon¬ 
sibilities  involved  when  serving  in  the  recreation  program.  This  should  in¬ 
clude  a  candid  discussion  of  the  requirements  for  the  job,  the  functions, 
purposes,  and  exact  nature  of  the  prospective  assignment.  During  the  in¬ 
terview  the  job  must  be  defined,  basic  regulations  governing  the  conduct 
of  activities  understood,  and  general  operation  of  the  recreation  program 
and  the  management  of  the  hospital  clearly  explained.  This  would  include 
the  number  of  hours  per  day,  week,  or  month  that  will  be  required  of  the 
volunteer,  the  initial  preparation  necessary  to  fulfill  the  assignment,  and 
the  limitations,  if  any,  of  the  job  to  be  done.  At  the  completion  of  this  in¬ 
terview  the  volunteer  should  have  a  clear  picture  and  a  complete  under¬ 
standing  of  the  assignment  and  all  the  ramifications  involved. 

Activities  of  the  hospital  recreation  program,  in  which  volunteers  may 
render  assistance,  include: 

1.  Supplementary  leadership  which  may  include  instruction  in  hobby 
clubs,  music,  dramatics,  sports,  dancing,  discussion  groups,  group  reading, 
arts  and  crafts,  and  the  like. 

2.  Supplemental  clerical  assistance;  conducting  polls  and  surveys  to  de¬ 
termine  patient  preferences  for  recreation  activities. 

3.  Projecting  16mm.  movies. 

4.  Assistance  in  developing  and  conducting  contests,  exhibitions,  and 
carnivals. 
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5.  Assistance  in  publishing  the  hospital  newspaper. 

6.  Operation  of  radio  system. 

7.  Lounge  supervisor. 

If  the  volunteer  is  still  interested  in  hospital  recreation  and  is  believed 
capable  of  making  a  contribution,  he  begins  a  probationary  period  of  carry¬ 
ing  out  the  assignment  for  which  selected. 

Of  utmost  importance  at  this  point  is  putting  the  volunteer  at  ease  and 
making  him  feel  his  presence  is  desired  and  important.  He  should  be 
taken  on  a  tour  of  the  principal  parts  of  the  hospital  and  introduced  to  all 
personnel  with  whom  he  will  associate  in  his  work.  Where  will  his  “head¬ 
quarters”  be  located;  where  does  he  “hang  his  hat”;  when  and  to  whom 
does  he  report;  what,  if  any,  advance  preparation  is  necessary?  These  are 
a  few  details,  seemingly  minor  in  nature  but  of  great  importance  to  the 
volunteer  in  his  initial  visits  to,  and  his  participation  in  the  work  to  be 
done  at,  the  hospital. 

Another  practical  and  valuable  aid  to  be  made  available  to  the  volunteer 
is  a  list  of  basic  “Do’s  and  Don’ts  for  Volunteer  Workers  in  Hospital  Rec¬ 
reation.”  These  “Do’s  and  Don’ts”  should  be  briefly  stated  and  easily  un¬ 
derstood.  They  should  cover  such  items  concerning  the  volunteer  as  con¬ 
duct  and  decorum,  dress,  and  conversation  hints.  Workshops  for  volunteers 
have  also  proved  very  valuable  during  this  probationary  period.  Through 
this  method  the  volunteer  is  afforded  an  opportunity  to  experience  a 
working  situation  and,  at  the  same  time,  the  Recreation  Director  is  able  to 
appraise  further  the  volunteer’s  qualities  and  abilities. 

At  the  completion  of  his  probationary  period  the  final  determination  is 
made  between  the  Recreation  Director  and  the  volunteer  as  to  whether 
or  not  the  volunteer  will  continue  as  a  member  of  the  recreation  “team.” 
Frankness  and  honesty  have  proved  to  be  the  very  best  policy  to  be  follow¬ 
ed  by  both  parties  in  making  this  final  decision. 

Assigning  the  volunteer  properly  and  supervising  his  work  adequately 
after  he  has  been  accepted  as  a  member  of  the  team  will  contribute  im¬ 
measurably  to  the  enthusiasm  and  interest  of  the  volunteer  for  his  work, 
and  to  the  overall  effectiveness  of  the  recreation  program.  Determining 
the  right  job  for  the  right  volunteer  can  only  be  accomplished  through 
thorough  study  and  evaluation  of  the  information  at  hand  concerning  the 
volunteer.  Data  are  assembled  from  the  information  gained  during  the 
screening  and  interview,  from  references  received,  and  from  personal  ob¬ 
servation  of  the  volunteer  during  the  probationary  period.  From  this  fund 
of  information  the  Recreation  Director,  or  his  designate,  will  make  such 
assignment  as,  in  his  opinion,  will  be  most  interesting  to  the  volunteer  and, 
at  the  same  time,  most  beneficial  to  the  program.  Volunteer  assistance  will 
be  most  effective  and  will  make  a  maximum  contribution  to  the  program 
when  given  meaningful  and  purposeful  guidance.  This  requires  training 
or  on-the-job  instruction  of  the  volunteer.  Such  instruction  will  vary  in 
duration,  scope,  and  intensity.  Some  instruction  will  include  courses  of 
weeks  or  months  plus  practice  in  doing  the  job  at  hand,  while  other  jobs- 
at-hand  will  require  instruction  that  can  be  mastered  in  a  few  hours  or 
days.  Experience  has  proved  that  volunteers  will  do  their  best  work  when 
the  following  conditions  obtain: 

1.  When  they  feel  there  is  a  genuine  need  for  the  work  they  are  asked 
to  do. 
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2.  When  the  assigned  tasks  are  adjusted  to  their  abilities,  are  definite, 
and  are  in  writing. 

3.  When  their  associates  are  sociable  and  congenial. 

4.  When  they  see  the  relationship  of  their  task  to  the  objectives  and 
functions  of  the  total  service. 

5.  When  reasonable  attention  is  paid  to  the  proper  maintenance  of 
the  places  in  which  they  are  asked  to  work. 

6.  When  they  are  not  kept  waiting  too  long  for  assignments. 

7.  When  they  are  not  begrudged  the  time  required  to  train  and  super¬ 
vise  them. 

8.  When  recognition  is  given  for  services  rendered. 

9.  When  opportunity  is  given  them  for  initiative  and  creative  activity. 

10.  When  they  are  held  to  a  definite  responsibility. 

This  will  be  possible  when  adequate  supervision  is  afforded  by  the 
professional  Recreation  staff. 

And  supervision  is  just  as  essential  for  the  volunteer  whose  technical  and 
professional  qualifications  for  the  specific  job  may  be— as  they  often  are- 
higher  than  those  of  the  Recreation  staff.  It  must  be  borne  in  mind,  how¬ 
ever,  that  the  setting  in  which  volunteers  in  hospital  recreation  are  work¬ 
ing  is  vastly  different  from  the  setting  for  the  normal  accomplishment  of 
their  daily  operations.  Supervision  for  the  highly  qualified  volunteer, 
though  a  highly  respected  individual  in  his  own  field,  can  be  more  impor¬ 
tant  than  for  the  volunteer  less  highly  qualified.  Very  few  volunteers  will 
not  want  to  be  properly  supervised,  particularly  during  their  neophyte 
days  at  the  hospital. 

What  is  this  supervision  we  talk  about?  What  is  its  purpose?  How  is  it 
accomplished?  What  are  the  desired  results? 

The  major  purpose  of  volunteer  supervision  is  to  improve  the  effective¬ 
ness  of  the  contribution  being  made  through  maximum  development  of 
the  potential  contribution  of  the  volunteer. 

Supervision  cannot  be  a  cut-and-dried  procedure  —  it  must  be  flexible. 
What  will  prove  to  be  good  supervision  for  one  volunteer  or  group  of  vol¬ 
unteers  might  be  most  inadequate  for  another.  The  volunteer  should  be 
responsible  to  ONE  PERSON  only  and  that  person  must  be,  1)  an  em¬ 
ployee  of  the  hospital,  and  2)  should  be  in  all  but  a  very  few  instances  a 
professional  Recreation  staff  member.  Supervision  of  the  volunteer  should 
be  a  program  of  cooperative  leadership  development.  This  can  be  accomp¬ 
lished  through  personal  observation  in  which  the  following  practical  con¬ 
sideration  must  be  recognized: 

1.  Is  the  assignment  proper? 

2.  Are  the  objectives  of  the  immediate  project  and  the  program  generally 
being  met? 

3.  Restatement  of  what  is  expected. 

4.  Favorable  climate  for  free,  frank,  and  open  discussion  in  individual 
conferences  and  staff  meetings. 

5.  Successful  accomplishments. 

(Candidly  show  weaknesses,  solicit  suggestions,  approve  experiments  — 
as  feasible). 

It  is  well  to  remember  that  quite  often  the  contribution  of  a  volunteer 
to  a  hospital  is  not  confined  to  carrying  out  the  specific  task  of  his  assign¬ 
ment.  Many  innovations  in  hospital  recreation  today  can  be  traced  to 
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the  stimulating  suggestions  of  volunteers.  The  potential  value  inherent  in 
his  ability  to  interpret  the  mission  of  the  hospital  and  the  problems  in¬ 
volved  in  serving  the  community  must  not  be  overlooked  or  underestimated. 

The  chief  function  of  leadership  is  to  draw  out,  strengthen,  and  put 
into  action  any  desirable  leadership  capacities  that  may  be  present  in  an 
individual  or  group. 

A  most  effective  tool  of  supervision  is  evaluation.  The  entire  process 
of  supervising  the  daily  performance  of  the  volunteer  is  a  continuous  proc¬ 
ess  of  evaluation.  Evaluation  has  for  its  major  purpose  program  enrich¬ 
ment  and  future  program  planning,  in  addition  to  serving  as  a  measure  of 
growth  for  the  volunteer.  The  value  of  the  volunteer’s  contribution  to  the 
patient  and  to  the  program  can  best  be  determined  by  a  thorough  system 
of  evaluation.  At  this  time  misunderstandings  and  misinterpretations  can 
be  discovered  and  corrected.  New  and  better  approaches,  methods,  and 
techniques  can  be  developed  which  will  result  in  a  more  valuable  con¬ 
tribution  by  the  volunteer  and  a  meaningful  professional  recreation  pro¬ 
gram. 

While  basically  the  evaluation  will  be  made  by  the  responsible  recreation 
employee  and  the  individual  volunteer  or  volunteers,  complete  evalua¬ 
tion  may  encompass  every  individual  reached  or  concerned  with  the  pro¬ 
gram.  In  this  connection,  never  lose  sight  of  the  fact  that  the  patient  him¬ 
self  can,  in  many  cases,  make  the  more  valuable  contribution  to  evaluation. 

There  are  intangible,  but  very  real  compensations  for  volunteer  service 
which  are  in  direct  proportion  to  the  sincerity  of  spirit  with  which  service 
is  rendered.  There  is  the  keen  personal  satisfaction  of  doing  a  job  well;  of 
being  of  service  to  others  who  need  help;  of  being  an  active  and  appre¬ 
ciated  worker  in  the  highest  type  of  community  project,  the  health  agency. 

“Such  experience  leads  to  a  better  understanding  of  human  nature;  a 
keener  appreciation  of  the  need  for  better  human  relationships  everywhere. 

“Volunteer  service  is  a  fine  and  gracious  expression  of  the  spirit  of  citi¬ 
zen  participation  which  is  the  very  breath  of  life  to  our  American  democ¬ 
racy.1 

However,  to  those  contributing  valuable  assistance,  timely  and  appropriate 
recognition  of  their  efforts  should  be  made.  This  means  of  compensating 
the  volunteer  may  be: 

1.  Personal  compliment,  publicly. 

2.  Describe  the  work  accomplished  and  its  restdts  —  naming  the  individual 
or  the  group. 

3.  Inform  one  in  higher  authority  at  the  hospital  (Chief,  Professional 
Services  or  Manager),  and  tell  the  volunteer  you  have  done  so. 

4.  Personal  letter  of  commendation. 

5.  Personal  Certificate  of  Merit  or  Commendation. 

Such  forms  of  recognition  may  be  made  even  more  impressive  and 
meaningful  if  presented  with  appropriate  ceremony  when  feasible  and  prac¬ 
tical. 

“The  volunteer  worker  and  the  paid  worker  become  an  effective  team 
when  each  recognizes  and  respects  the  defined  responsibilities  and  par¬ 
ticular  capacities  of  the  other.”2 

1  Welfare  Council  of  Melropolitati  Los  Angeles. 

-  Principles  of  Volunteer  Sei~uice,  published  by  the  Community  Chests  and 

Councils  of  America. 
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Hospital  Administration  Looks  at  Recreation 

James  W.  Murdock,  Superintendent 
State  Hospital,  Burner,  North  Carolina 

(Note:  Excerpt  from  address) 

The  speaker  stressed  that  where  there  is  no  recreation  program  the  ex¬ 
penditures  on  maintenance  in  a  mental  hospital  and  on  sedative  drugs 
are  high;  and  gave  several  examples  within  his  own  experience.  An  exten¬ 
sive  and  intelligently  used  recreation  program  will  eliminate  much  of  this 
expenditure. 

The  speaker  also  stressed  the  fact  that  as  long  as  a  patient  remained  in 
the  hospital,  the  community  was  not  receiving  any  benefit  from  his  pro¬ 
ductive  powers.  Recreation  serves  the  purpose  of  resocializing  the  patient 
(and  the  mental  patient  is  one  of  the  loneliest  and  least  social  persons  in 
the  world  because  his  delusions  and  hallucinations  cannot  be  experienced 
by  others),  so  that  he  may  become  able  to  resume  his  place  in  family  life, 
in  community  affairs,  and  in  economic  life.  One  must  regard  recreation 
as  a  positive  therapy  and  not  as  a  pleasant  escape  for  tedium.  Recreation 
must  be  employed  with  all  other  forms  of  therapy  as  early  as  is  practicable 
and  prolonged  until  benefit  is  gained.  No  hospital  can  be  complete  with¬ 
out  a  recreation  program. 


Swap  Fest 

Edgar  W.  Johnson,  Chief  Therapist,  Department  of  Physical  Medicine 
Graylyn  Hospital,  Winston-Salem,  North  Carolina 

Program  ideas  were  exchanged  by  those  attending  this  session.  They  were 
discussed  under  the  following  divisions: 

A.  General  Classification  of  Patients: 

1.  Balloon  parties.  Very  colorful  events  in  which  balloons  may  be  used 
in  relays,  including: 

a.  Sweeping 

b.  Batting  in  the  air 

c.  Kicking 

d.  Butting  with  the  head 

A  part  of  the  evening  may  be  spent  in  dancing,  with  balloons  tied  to 
the  ankles.  An  attempt  is  made  by  the  dancers  to  break  other  couples’  bal¬ 
loons. 

2.  Newspaper  parties.  Group  may  be  divided  into  want  ad,  for  sale, 
sports,  and  editorial  sections. 

a.  A  newspaper  is  written  about  amusing  incidents  which  have  happened 
during  the  patients’  recent  hospitalization. 

b.  Each  group  tries  to  dress  one  of  its  members  in  the  most  unique 
fashion,  using  only  newspapers  and  something  appropriate  (pins, 
Scotch  tape,  or  paste)  to  hold  them  on. 

3.  Sight-seeing  trips  to  nearby  points  of  interest. 

B.  Markedly  Disturbed  Neuropsychiatric  Patients: 

It  is  frequently  felt  that  these  patients  cannot  participate  in  recreational 
activities  due  to  lack  of  interest.  The  following  activities  have  been  used 
successfully  in  various  hospitals: 
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1.  Simple,  modified  ball  games  (with  balls  large  enough  or  soft  enough 
not  to  be  a  hazard). 

a.  Medicine  ball 

b.  Volley  ball 

c.  Hitting  a  shuttlecock  with  ping  pong  paddles. 

d.  Basketball 

2.  Cabaret  style  dances  with  tables  arranged  around  the  room  for  four 
at  each  table,  with  candles,  flowers,  and  a  night  club  atmosphere.  Rotation 
dancing  to  encourage  mixing. 

3.  Rhythm  band  —  similar  to  children’s  band  —  using  South  American 
rhythm  instruments. 

4.  Marching  in  groups  to  suitable  music. 

5.  Therapeutic  swimming.  Swimming  in  water  at  90°R  for  as  long  as  2i/2 
hours  twice  a  clay.  Reference:  Nelson,  Paul  A.,  and  Erickson,  D.  J.  “Pos¬ 
sibilities  of  Hydrotherapy  in  a  Psychiatric  Hospital,”  Archives  of  Physical 
Medicine  30:527  (August)  1949. 

6.  Gardening  (flowers  and  vegetables)  in  small  plots  or  in  window  boxes. 

7.  The  use  of  crayons,  pastels,  and  charcoal  in  sketching  sessions. 

C.  Neuropsychiatric  Patients  —  XOT  Markedly  Disturbed: 

1.  Roller  skating 

2.  Archery  for  well-supervised,  small,  select  groups. 

3.  Book  club 

4.  Free  pictures  available  from  the  Calendar  Art  Co.  Variety  can  be  in¬ 
corporated  by  having  stationary  frames  and  rotating  the  pictures  from  ward 
to  ward. 

D.  Tuberculosis  Patients: 

1.  Bed  Patients 

a.  Script  reading  —  1-,  2-,  and  3-act  plays. 

b.  Planning  and  conducting  radio  programs. 

c.  Bingo  —  with  individual  wards  or  entire  hospital  by  using  P.  A.  systems, 
cl.  Contest  clubs.  Books  available  on  scientific  methods  for  winning  con¬ 
tests. 

e.  Stamp  collecting. 

f.  Pen  Pal  clubs. 

2.  Ambulatory 

a.  Miniature  golf 

b.  Golf  putting 

c.  Croquet 
cl.  Hiking 

e.  Shuffleboard 

f.  Piano  lessons 

E.  Orthopedic  Patients: 

1.  Cutting  records  —  singing  or  writing  a  letter  aloud  —  to  send  home. 

2.  Birthday  parties  for  individuals  on  wards. 

3.  Guessing  stunts  of  all  types.  Example:  How  many  peas  in  a  jar?  Or, 
an  alarm  clock  in  a  box,  set  off  at  a  time  to  be  guessed  at. 

4.  Egg  or  ping  pong  blowing  contest. 

5.  Balloon  volley  ball. 

6.  Shufflette. 

7.  Scavenger  hunts  —  using  old  magazines  to  find  the  pictures  on  the 
needed  items. 

8.  Miniature  bowling. 
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Evaluation  of  a  Good  Hospital  Recreation 

Program 

E.  H.  Pratt,  Area  Director,  Special  Services,  Veterans  Administration 

Atlanta,  Georgia 

Evaluation  in  recreation  is  a  method  of  determining  the  effectiveness  and 
efficiency  of  the  entire  operation.  It  is  how  we  determine  whether  hospital 
recreation  is  accomplishing  its  mission  in  the  hospitals.  In  other  words  is 
hospital  recreation  contributing  towards  the  treatment,  rehabilitation  and 
resocialization  of  patients? 

Evaluation  might  be  divided  into  five  general  types:  objective  evaluation, 
subjective  evaluation,  self  evaluation,  evaluation  by  others  and  evaluation 
of  your  evaluation  program.  Any  effective  evaluation  program  would  be  a 
combination  of  all  five  types.  The  important  thing  to  remember,  however, 
is  that  evaluation  should  be  planned  and  should  be  carried  out  consciously. 
It  should  never  be  left  to  chance  or  should  never  be  a  hit  or  miss  affair. 
Any  recreation  program  that  does  not  have  as  a  part  of  its  administration 
and  supervision  phase  an  effective  planned  evaluation  procedure  will  be¬ 
come  static  and  eventually  lose  meaning  and  purpose. 

The  more  objective  your  evaluation  program  can  be  the  more  effective 
it  will  be.  Objective  evaluation  makes  it  possible  to  not  only  determine 
the  value  of  any  program  but  will  also  establish  standards  and  criteria  for 
progressive  improvement.  For  example,  in  evaluating  the  effectiveness  of 
a  sports  program  for  NP  patients  the  subjective  approach  would  be  to  state 
that  participation  by  patients  was  adequate  and  everyone  seemed  to  be 
enjoying  themselves.  The  objective  approach  might  state  that  a  hundred 
patients  were  in  this  group.  Of  this  one  hundred  patients  95%  were  taking 
an  active  part  in  the  activities.  Twenty  younger  patients  were  participating 
in  basketball,  sixty  older  patients  were  taking  part  in  shuffleboard  and 
horseshoes,  fifteen  patients  with  poor  contact  were  engaged  in  simple  pass¬ 
ing  games  with  medicine  balls,  and  five  patients  were  simply  sitting  on  the 
ground  watching  the  others  participate.  The  objective  type  of  evaluation 
of  this  sports  program  would  give  the  people  responsible  for  the  activity 
an  objective  way  of  measuring  either  gain  or  loss  in  participation.  It  gives 
them  a  goal  at  which  to  shoot,  100%  participation,  and  enough  variety  and 
adaptations  to  meet  the  need  of  each  individual  in  the  group.  Subjective 
evaluation,  while  having  some  merit,  does  not  make  for  progressive  improve¬ 
ment. 

The  Principles  of  Program  Evaluation 

All  program  evaluation  must  be  carried  out  in  the  light  of  the  objectives 
or  mission  of  that  particular  program.  The  mission  of  hospital  recreation 
is  to  help  treat,  rehabilitate  and  resocialize  patients.  This  must  be  kept 
constantly  in  mincl  in  setting  up  and  carrying  out  evaluation  procedures. 

We  must  also  set  up  priorities  for  accomplishing  objectives  since  it  is 
impossible  to  have  sufficient  personnel,  facilities,  etc.,  to  do  all  the  things 
that  should  be  done.  Priorities  for  accomplishing  these  objectives  must  be 
part  of  our  evaluation  setup.  Priorities  for  type  of  patient  such  as  NP  and 
TB  must  be  established.  Which  group  of  patients  will  receive  top  priority? 
The  general  type  of  patient  group  must  be  broken  down  into  other  cate- 
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gories.  Will  the  continuous  treatment  patient  receive  top  priority  when  it 
comes  to  recreation  activities?  Will  we  stress  sports,  radio  or  music  as  the 
best  means  of  meeting  the  needs  of  these  patients?  This  is  all  part  of  your 
planned  evaluation  program.  There  are  many  details  too  numerous  to 
mention  which  must  also  be  given  consideration. 

Steps  in  Program  Evaluation 

In  evaluating,  your  program  begins  always  with  the  “end  product”  which 
is,  of  course,  the  activity  as  it  is  presented  to  meet  the  patients'  needs. 
Everything  else  that  is  done  in  a  program,  administration,  facilities,  plan¬ 
ning,  personnel  training,  all  are  done  for  the  purpose  of  bringing  an  activi¬ 
ty  to  patients.  If  you  are  meeting  all  the  needs  of  all  the  patients  in  your 
hospital  as  determined  by  the  medical  staff  then  perhaps  your  evaluation 
program  need  go  no  further.  If  on  the  other  hand,  you  find  you  are  falling 
short  of  your  mission  in  the  hospital,  then  a  careful  evaluation  of  each 
phase  of  the  program  will  make  for  improvement.  It  should  be  kept  in 
mind  that  a  balanced  hospital  recreation  program  is  one  which  meets  the 
needs  of  the  patients  in  that  particular  situation.  A  program  might  consist 
entirely  of  music  and  be  balanced;  it  might  be  all  sports  and  be  balanced; 
it  might  have  none  of  either  and  still  be  balanced  if  you  are  carrying  out 
your  mission.  Hospital  recreation  program  balance  is  relative. 

After  determining  whether  or  not  you  are  meeting  your  objectives  your 
program  should  then  be  broken  down  into  all  its  natural  phases: 

a.  Staff 

Are  you  using  your  staff  to  its  greatest  advantage?  Is  every  member  as¬ 
signed  to  take  advantage  of  his  best  abilities,  interests,  and  every  hour  of 
his  work  day?  Is  there  any  waste  time  that  could  be  converted  into  patient 
activity  time?  Do  you  have  an  in-service  training  program  for  your  staff 
members  so  that  each  may  improve  professionally? 

b.  Facilities  and  Equipment 

Evaluate  your  facilities  and  equipment,  not  in  the  light  of  what  you 
would  like  to  have  but  in  the  light  of  what  you  have  and  can  improvise. 
Poor  facilities  or  equipment  should  never  be  a  stumbling  block  to  a  good 
program.  Many  an  outstanding  program  has  been  run  with  a  minimum  of 
either. 

c.  Program  Administration 

Check  the  administration  of  the  program  to  see  that  each  staff  member 
is  utilized  the  greatest  possible  number  of  hours  in  actual  contact  with 
patients.  Eliminate  any  paper  work  or  unnecessary  details  that  might  keep 
a  trained  employee  from  getting  the  program  directly  to  the  patient. 

d.  Program  Planning 

Is  the  program  planned  to  meet  the  objectives  of  hospital  recreation  or 
does  it  just  happen?  Is  every  activity  planned  to  contribute  towards  the 
treatment,  rehabilitation  and  resocialization  of  a  particular  group  of  patients? 

e.  Program  Supervision 

Are  your  program  supervisors  giving  constructive  help?  Are  they  able 
to  conduct  as  well  as  observe  and  supervise  activities? 

f.  Prograjn  Operation 

The  operation  of  your  program  which  is  the  “end  product”  of  staff, 
facilities,  equipment,  planning,  administration,  etc.,  should  receive  particular 
attention.  Break  the  program  operation  up  into  its  many  parts  such  as 
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music,  radio,  sports,  on-warcl  activities,  off-ward  activities,  and  establish 
criteria  for  judging  them.  If  possible  this  criteria  should  be  objective.  Are 
you  taking  advantage  of  all  community  resources  such  as  volunteer  help, 
entertainment  groups,  off-station  facilities,  in  bringing  about  a  complete 
and  total  operation? 

g.  Tools  of  Evaluation 

Evaluation,  like  any  other  phase  of  a  program,  can  be  more  efficiently  con¬ 
ducted  if  you  have  tools  to  help  you.  Various  types  of  forms,  charts  and 
and  check  lists  can  be  developed  that  will  make  it  possible  for  you  to  more 
efficiently  evaluate  your  program.  You  yourself  can  best  develop  these  tools. 
In  developing  them  several  things  must  be  kept  in  mind.  First  they  must 
tend  towards  objectivity,  they  must  show  quality  as  well  as  quantity,  and 
second  these  tools  must  be  changed  to  meet  a  changing  and  improving  pro¬ 
gram.  Tools  become  static  just  as  programs  become  static  without  critical 
evaluation.  A  mimeographed  form  is  not  the  answer  to  program  evaluation 
but  if  properly  used  it  can  be  a  valuable  guide  and  tool. 

Observation  is  another  tool  of  evaluation.  This  is  probably  the  most  com¬ 
mon  type  and  by  a  little  thought  can  become  objective.  It  is  not  difficult 
for  a  recreation  worker  to  determine  the  effectiveness  of  an  activity  simply 
by  watching  the  results  in  light  of  what  that  activity  is  supposed  to  pro¬ 
duce.  Each  recreation  worker  should  be  trained  to  watch  for  the  things 
which  make  a  program  effective  or  ineffective.  Each  activity  should  be  care¬ 
fully  scrutinized  and  criteria  for  determining  effectiveness  established. 

Summary 

Let  me  stress  again  that  a  good  evaluation  program  is  a  necessary  and 
inherent  part  of  any  hospital  program.  If  properly  conducted  it  will  not 
only  improve  your  activities  but  will  help  to  make  hospital  recreation  a 
real  profession. 


RECREATION  SERVICE 

A.  Previous  Reports  ' 

B.  Staff  (changes,  needs,  background  &  training  of  individuals) 

C.  Facilities  and  Equipment  (changes,  needs) 

1.  Sports  areas  &  equipment  (outdoor,  indoor) 

2.  Recreation  (indoor  and  outdoor,  include  picnic  areas) 

3.  35mm  booth 

4.  Equipment  (condition,  needs) 

5.  Radio 

D.  Administration  and  Supervision 

1.  Schedules  of  activities  (NP  Master  Schedules) 

2.  Schedules  of  individual  staff  assignments  (evaluate) 

3.  Distribution  of  IB’s  and  professional  material 

4.  Familiarity  with  M6-4 

5.  Staff  meetings 

6.  Office  management  (filing  systems,  mail  routing,  record  keeping) 

7.  Method  of  clearance  for  activities  (VA  Form  6-7008  system  for  completion,  over¬ 
printing,  filing,  etc.) 

8.  Equipment  storage,  inventory  and  method  of  issue  (6-7038  Charge  Out  slip) 

9.  Use  of  activity  work  sheets  (6-7033) 

10.  Use  of  Recreation  Activities  Questionnaire  (6-7043) 

11.  Safety 

12.  In-service  training  program  (visits  to  other  stations) 

13.  Methods  of  program  evaluation  (patient  council,  polls,  observation,  etc.) 

14.  Publicity 

15.  Use  of  work  sheet  for  monthly  report  (6-7364) 
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E.  Ambulatory  Recreation  Program 

1.  Mass  analysis 

2.  35mm  :  Days  and  number  of  showings 

a.  Pick-up  and  delivery  of  films  (maintain  log  book  M6-4,  p.  16) 

b.  Condition  of  booth  and  equipment  (make,  year,  etc.) 

c.  Inspection  and  care  of  films 

3.  Entertainment 

a.  Type  and  sources  of  outside  entertainment 

b.  Station  produced  entertainment  (type,  etc.) 

4.  Patient  participation  social  activities 

a.  Type,  quality,  variety,  frequency 

5.  Informal  recreation 

a.  Available  activities  • 

b.  Supervised  or  unsupervised  by  volunteers  or  staff 

6.  Music  (number  volunteers  used  in  each  phase  of  the  program) 

a.  Orchestra — number  hehearsals  and  performances  week.  Volunteers 

b.  Drum  and  bugle — number  rehearsals  and  performances  week.  Volunteers 

c.  Rhythm  band — number  rehearsals  and  performances  week.  Volunteers 

d.  Instrumental  lessons — number  patients.  Volunteers 

e.  Chorus — choir,  number  rehearsals  and  performances.  Volunteers 

f.  Vocal  instruction.  Volunteers 

g.  Music  listening  (appreciation  hours,  transcriptions,  broadcasts) 

h.  Music  library:  records,  Stephen  Foster,  etc.  care  and  storage 

i.  Tape  recording  net  work 

7.  Sports 

a.  Active  program 

(1)  Number  scheduled  classes  per  day 

(2)  Number  patients  reached 

(3)  Inclement  weather  program 
(3)  Patient  participation 

(5)  Record  keeping 

(6)  Assignment  and  reassignment  of  personnel  (staff  schedules) 

(7)  Coordination  with  CT 

(8)  Storage,  care  and  issuing  sports  equipment 

(9)  In-service  training 

(10)  Self-evaluation  of  program 

b.  Spectator  program  (number  and  type  activities  weekly) 

c.  Off-station  activities 

(1)  Number  patients  reached 

(2)  Man  hours  used  in  this  phase 

d.  Passive  (Quizzes,  pools,  smokers,  movies) 

8.  Radio 

a.  Number  chanels 

b.  Personnel,  patients  and  volunteers  used 

c.  Use  of  radio  for  recreation  activities 

d.  Record  storage,  use,  etc. 

9.  Television 

a.  Number  sets  (where  located) 

b.  Control  procedures 

10.  Tours,  Outings  and  Picnics 

11.  Newspaper 

a.  Authority  for  publication  (M6-4,  p.  32) 

b.  Editorial  board 

c.  Frequency  of  publication 

d.  Staff  hours  required  for  each  issue 

e.  Patient  participation 

12.  Clubs  and  Hobbies 

13.  Use  of  volunteers  in  ambulatory  program 

a.  Recruiting  methods 

b.  On-job  training 

c.  Supervision 

F.  Ward  Programs 

1.  Ward  Analysis 
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2.  Clearance  methods  for  ward  programs 

3.  16mm  program 

a.  Number  showings  per  week,  ward  coverage,  etc. 

b.  Use  of  adaptations  (earphones,  transparent  screens,  etc.) 

c.  Equipment:  number  projectors,  condition,  storage 

d.  Inspection  care  and  shipment  of  films 

e.  Use  of  volunteer  projectionists  (training,  etc.) 

f.  Method  of  clearing  patients  for  16mm  showings 

4.  Entertainment 

a.  Type  activities  (suitability) 

5.  Social  Activities 

a.  Type 

b.  Planning  and  supervision 

c.  Use  of  radio 

6.  Informal 

7.  Music 

a.  Patient  participation  activities  (instruction,  quizzes) 

b.  Listening  program  (individualized) 

c.  Live  music  programs 

d.  Recorded  programs  (use  of  earphones) 

e.  Use  of  music  shock  therapy  programs  (NP) 

8.  Television 

a.  Number  for  ward  use 

b.  Control  methods 

c.  Use  of  earphones 

9.  Radio 

a.  Selection  of  programs 

b.  Use  of  bedside  recreation 

c.  Patient  request  programs — how  conducted 

d.  Programs  for  special  purposes  (slumber,  mealtime,  etc.) 

10.  Newspaper 

a.  Participation  by  bedfast  patients 

11.  Sports 

a.  Programs  for  bedfast  patients  (quizzes,  movies,  celebrities,  etc.) 

12.  Clubs  and  hobbies  for  bedfast  patients 

a.  Type 

b.  How  conducted 

13.  Publicity 

a.  Methods  of  informing  bedfast  patients  regarding  available  activities 

G.  Summary 

H.  Recommendations 
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RECREATION  WARD  ANALYSIS 


Station 


Week  of 


CODE: 

E  — Entertainment  (hospital  or  visitor  show  performance) 

M — Music  program  (patient  or  visitor  performance) 

P  — Party  (social  or  game  activity  period) 

S  — Active  sports  period 
T  — Tour  or  Outing  or  Picnic 
16 — 16  mm  movie 
35 — 35mm  movie 

“Confined”  patients  are  those  who  are  non-ambulant  or  are  restricted  to  wards  (locked 
wards)  for  any  reason  and  therefore  cannot  go  to  the  canteen,  library,  recreation  hall,  etc., 
except  under  supervision  or  escort. 


Ward 

Type 

Patients 

No. 

Confined 

Patients 

Recreation  Activities  During  One  Week 

Off  Ward 

On  Ward 

— 
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MASS  RECREATION  PROGRAM  ANALYSIS 


Station  Week  of 

CODE :  E — Entertainment  (visitor  or  hospital  produced  stage  show) 

M — Music  (band  concert,  stage  orchestra,  glee  club,  etc.) 

P — Party  (social,  game,  dance,  etc.) 

16 — 16mm  movie  (in  rec.  hall,  theatre,  outdoors,  etc.) 

35 — 35mm  movie 
Sa — Sport  (active  participation) 

Sp — Sport  (passive,  sports  quiz,  sports  pools,  etc.  I 
Ss — Sport  (spectator) 


PLACE 

Supervised  Mass  Recreation  Activities  During  One  Week 

Sun. 

Mon. 

Tues. 

Wed. 

Thur. 

Fri. 

Sat. 

NOTES: 
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RECREATION  &  LIBRARY  STAFF  ASSIGNMENT  SHEET 


Name  Position  Title  For  week  of 

The  time,  to  the  nearest  quarter  hour,  should  be  recorded  with  brief  descriptions  under  the 
proper  heading.  ADMINISTRATIVE  duties  include  preparation  for  or  winding  up  after 
an  activity,  care  of  films  and  projectors,  volunteer  contacts,  clearing  wards,  cataloging,  etc. 
OPERATIONAL  duties  include  actual  conducting  or  presentation  of  activities  to  patients, 
projecting  movies,  on-the-spot  supervision  of  a  party  put  on  by  volunteers,  book  cart  runs, 
reference  work,  issuing  books  to  patients,  etc. 


Time 

(work  days 
and  hours) 


ADMINISTRATIVE  DUTIES 


OPERATIONAL  DUTIES 
(conducting  activities) 
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RECREATION  WARD  ANALYSIS 


Station 


Week  of 


CODE: 

E — Entertainment  (hospital  or  visitor  show  performance  on  ward) 

M — Music  (program  on  ward) 

P — Party  social  or  game  activity  period  on  ward) 

S — Sport  (passive  sport  period  on  ward) 

16 — 16mm  movie  (on  ward) 

“Confined”  patients  are  those  who  are  non-ambulant  or  are  restricted  to  wards  for  any 
reason  and  therefore  cannot  go  to  the  canteen,  library,  recreation  hall,  recreation  lounge  etc. 


Ward 

Type 

Patients 

No. 

Con¬ 

fined 

Pats. 

Recreation  Activities  on  Wards  During  One  Week 

Sun. 

Mon. 

Tues. 

Wed. 

Thur. 

Fri. 

Sat. 
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Sat. 

Eve. 

PM 

AM 

Fri. 

Eve. 

PM 

AM 

Thurs. 

Eve. 

£ 

Ph 

AM 

Wed. 

Eve. 

PM 

AM 

Tues. 

Eve. 

PM 

AM 

Mon. 

Eve. 

PM 

AM 

Sun. 

Eve. 

PM 

AM 
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SELF-CHECK  LIST  FOR 
CHIEF,  SPECIAL  SERVICES 


Year 


PROJECT 


Put  in  (-\/)  or  date,  or  other  notation  each  time 
project  is  accomplished. 


Jan. 

Feb. 

Mar. 

Apr. 

May 

June 

July  1  Aug. 

Sep. 

Oct. 

Nov. 

Dec. 

ADMINISTRATION 

File  of  IB’s,  T.B.’s  etc.  current. 

New  publications  discussed  with 
hosp.  staff. 

Publicity  received  from  each 
section. 

All  reports  submitted. 

Chief  at  Manager’s  staff 
meeting. 

SS  staff  meeting. 

Mail  handling  reviewed. 

Follow-up  any  policy  change. 

Office  equipment  condition. 

Inspected  safety  hazards. 

Follow-up  supervisory  recom. 

All  SS  positions  filled. 

Pos.  Descrip,  current. 

Efficiency  ratings  done. 

Sections  submit  req. 

Follow-up  req. 

84-4  funds  discussed. 

Group  40  budget  submitted. 

G.P.  Fund  balance. 

Area  Director  informed  of 
fund  needs. 

Depot  items  checked  with  S.O. 

SS  sup.  &  equip,  inventory. 

Surplus  equipment. 

Cigarettes  control. 

63 


SELF-CHECK  LIST 
CHIEF,  SPECIAL  SERVICES 


Year 


PROJECT 


Put  in  (-yO,  or  date,  or  other  notation  each  time 
project  is  accomplished. 


Jan. 

Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sep. 

Oct. 

Nov. 

Dec. 

PLANNING  &  COORDINATION 
Reviewed  overall  SS  plans. 

Rec.  plans  reviewed. 

Lib.  plans  reviewed. 

Chap,  plans  reviewed. 

Cant,  plans  reviewed. 

VAVS  plans  reviewed. 

VAVS  meeting  planned. 

Review  plans  with : 

Manager 

Chief,  Prof.  Serv. 

Chief  Nurse 

Finance  Officer 

Supply  Officer 

Engineering  Officer 

SUPERVISION  AND 
EVALUATION 

Accompany  book  cart. 

Accompany  canteen  cart. 

Attend  chaplaincy  program. 

Visit  ward  rec.  activity 

Visit  sports  activity. 

Visit  rec.  hall  activity. 

Visit  club  or  hobby  program. 

Observe  radio  program. 

Attend  outing  or  tour. 

Attend  35mm.  showing. 

Observe  16mm  showing. 

Review  placement  of  TV  sets. 
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SELF-CHECK  LIST  FOR 
CHIEF,  SPECIAL  SERVICES 


Year 


PROJECT 


Put  in  (-^/)  or  date,  or  other  notation  each  time 
project  is  accomplished. 


Jan. 

Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sep. 

Oct. 

Nov. 

Dec. 

SUPERVISION  AND 

EVALUATION  (continued) 

Indiv.  conf.  with  SS  employees 

Review  employees  work  schedules. 

Review  hours  of  operation  : 

Library 

Canteen 

Recreation 

Check  pers.  serv.  oper. 

Check  delegation  of  authority. 

SS  employees  observed  in  action 

Patient  council  meeting. 

Patient  interest  sui  vey. 

Evaluation  by  medical. 

TRAINING 

Initiated  in-service  training : 

Rec.  employees 

■ 

Lib.  employees 

Volunteers  in  SS 

VAVS  discussed  with  : 

Chief,  Prof.  Serv.  and  staff. 

Chief  Nurse  &  staff 

PM&R  staff 

Social  Service 

Dietitian 

Manager 

New  hosp.  employees 

Individual  vols. 

O  &  I  course  need. 

65 


Group  Sessions 

I  Federal  Hospitals 

C.  C.  Bream,  Chairman 

Personnel  Standards,  Qualifications,  and  in-service  training  were  the  main 
topics  discussed  during  the  Federal  Hospitals  Session  Thursday  evening, 
May  21,  1953.  In  the  discussion  on  Personnel  Standards  and  Qualifications, 
reference  was  made  to  the  following  publication  of  the  Civil  Service  Com¬ 
mission: 

a.  Veterans  Administration  Probational  Requirements  dated  March  30, 
1953  for  recreation  leader,  recreation  supervisor  and  recreation  director. 

b.  Recreation  Series  188-0  dated,  February  1951  of  the  Federal  Civil 
Service  Commission. 

In  reviewing  the  Veterans  Administration  Probational  Requirements,  the 
following  major  points  were  discussed: 

a.  Options  covered  that  included  dramatics,  radio,  sports,  social  activi¬ 
ties  and  services,  music,  arts,  crafts,  and  general  activities. 

b.  Education  and  experience  requirements  for  Federal  Grade  levels  of 
GS-3  to  GS-14. 

It  was  pointed  out  that  one  year  experience  in  one  or  more  of  the  above 
listed  options  or  an  educational  equivalent  was  necessary  for  a  GS-3  grade. 
For  a  GS-4,  two  years;  for  GS-5,  three  years,  and  for  a  GS-6  and  above,  pro¬ 
gressive  experience  as  indicated  below: 

Fears  of  Experience  Required 
Grade  Total  Supervisory  or 

Administrative 


GS-6 

Vi 

None 

GS-7 

1 

Vi 

GS-8 

1  Vi 

Vi 

GS-9 

2 

1 

GS-10 

2i/2 

1  Vi 

GS-11 

3 

2 

GS-12/14 

3 

3 

It  was  also  pointed  out  that  all  the  recpiired  experience  for  the  sports  op¬ 
tion  and  at  least  one-half  of  the  required  additional  experience  for  all 
other  options  must  have  been  with  hospitalized  or  handicapped  persons. 

In  addition,  the  educational  requirements  for  the  specific  options  were 
discussed  at  great  length.  In  this  connection,  it  was  pointed  out  that  suc¬ 
cessful  completion  of  a  full  four  year  course  of  study  in  residence  school 
above  the  high  school  level  including  or  supplemented  by  at  least  24  semes¬ 
ter  hours  in  courses  appropriate  to  one  of  the  options,  coidcl  be  used  in 
lieu  of  the  experience  requirement  for  GS-5.  In  summing  up  this  phase  of 
discussion  period,  all  personnel  were  encouraged  to  obtain  a  copy  of  the 
Veterans  Administration  Probational  Requirements  for  recreation  leader 
and  supervisor  in  order  that  an  intimate  knowledge  of  technical  and  specific 
details  involved  might  be  more  easily  understood. 

In  the  discussion  of  the  Recreation  Series  GS-188-0,  it  was  pointed  out 
that  this  series  covered  recreation  administrators,  directors,  supervisors  and 
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staff  workers,  who  although  they  may  not  be  engaged  in  direct  leadership 
activities,  nevertheless  discharged  duties  or  responsibilities  in  connection 
with  the  recreation  program  which  requires  the  use  of  specialized  knowledge 
concerning  recreation  policies,  plans,  aims,  procedures,  tools,  techniques 
and  methods.  The  group  was  informed  that  certain  positions  that  might 
be  considered  by  some  recreational  in  nature,  were  not  covered  by  this  pub¬ 
lication.  For  example,  positions,  the  work  of  which  is  incidental,  related  or 
contributory  to  recreation  leadership  activities,  such  as  life  guard  at  pools 
and  beaches,  artisand,  maintenance  personnel,  and  operators  of  radio  or 
video  transmission  machines  or  motion  picture  projection  machines  in  Vet¬ 
erans  Hospitals. 

The  group  was  informed  that  the  absence  in  the  GS-188-0  series  of  spe¬ 
cific  grade  allocations  GS-4,  6,  8,  or  10  was  not  to  be  interpreted  as  mean¬ 
ing  that  allocation  in  these  grades  could  not  be  made.  If  a  job  descrip¬ 
tion  was  stronger  that  a  GS-5,  but  weaker  than  a  GS-7,  it  could  possibly 
be  allocated  to  the  GS-6  level.  The  differentiation  between  the  three  major 
titles  used  in  the  series  was  discussed,  namely  leader,  supervisor  and  director. 
Basically,  the  leader  is  recognized  as  an  individual  responsible  for  a  spe¬ 
cific  activity  as  opposed  to  the  supervisor  whose  major  responsibility  con¬ 
sisted  of  the  supervision  and  administration  of  the  operation  and  conduct 
of  specific  recreation  program  specialities.  Here  again,  the  group  was  urged 
to  obtain  a  copy  of  Recreation  Series  188-0  in  order  that  they  might  study 
the  many  specific  and  technical  aspects  of  this  Federal  publication  covering 
recreation  positions  for  which  salaries  are  paid  for  from  funds  appropriated 
by  the  Congress  of  the  United  States. 

The  Recreation  Series  GS-188-0  is  available  at  the  Government  Printing 
Office,  Washington  25,  D.  C. 

The  discussions  of  this  group  were  concluded  with  stimulating  contri¬ 
butions  from  all  concerning  in-service  training.  It  was  agreed  that  an  effective 
in-service  training  program  must  have  a  definitely  stated  objective  and 
a  plan  for  its  conduct  and  operation.  It  was  agreed  that  in-service  train¬ 
ing  would  be  most  meaningful  when  the  following  methods  of  conduct  were 
included: 

a.  Staff  Meetings 

b.  Work  Shops 

c.  Individual  Conferences 

d.  Rotation  of  Professional  responsibilities 

e.  Observation  and  evaluation 

f.  Attendance  at  medical  lectures 

g.  Reading  of  literature  and  other  resource  material 

The  question  of  including  personnel  other  than  the  professional  staff 
in  staff  meetings  was  concluded  by  agreeing  that  the  purpose  for  which 
the  staff  meeting  was  called  would  determine  the  personnel  invited  to  at¬ 
tend.  For  example,  staff  meetings  at  which  confidential  information  or 
policy  development  would  be  the  major  topics  should  be  attended  by  the 
professional  staff  only.  On  the  other  hand,  volunteers  would  be  invited  to 
attend  during  certain  program  planning  sessions. 

Workshops  proved  valuable  and  could  be  limited  to  the  professional  per¬ 
sonnel  of  the  staff  or  others  who  might  be  scheduled  to  participate  in  the 
program  depending  upon  the  purpose  for  which  the  work  shop  was  organized. 
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Individual  conferences  were  considered  extremely  valuable  lor  making 
detailed  analyses  of  specific  jobs  and  at  the  same  time  for  candid  discus¬ 
sions  ol  strong  and  weak  points,  of  an  individual.  While  it  was  recognized 
that  considerable  time  was  involved  in  the  conduct  of  individual  conferences, 
it  was  agreed  unanimously  that  they  were  very  important  and  one  of  the 
most  effective  ways  of  increasing  the  value  of  an  individual’s  contribution 
to  the  program  when  conducted  in  a  frank  and  honest  manner. 

The  rotation  of  professional  responsibilities  would  include  visits  to  other 
hospitals  as  well  as  periodic  assignments  involving  new  and  different  re¬ 
sponsibilities  for  staff  personnel  at  the  hospital  where  employed.  It  was 
recognized  that  this  rotation  of  responsibilities  should  be  attempted  only 
when  the  recreation  director  had  accomplished  a  thorough  review  of  the 
experience  and  background  of  the  individual  concerned  in  order  to  make 
certain  that  the  program  would  not  be  reduced  in  effectiveness  through  such 
a  procedure. 

Observation  and  evaluation  was  considered  a  MUST,  particularly  for 
the  recreation  director  if  his  supervision  of  the  program  was  to  prove  effec¬ 
tive.  It  was  agreed  that  evaluations  of  an  individual’s  contribution  to  the 
program  would  prove  most  beneficial  when  accomplished  by  the  recrea¬ 
tion  director  as  soon  as  possible  after  observing  the  individual  concerned. 
At  the  same  time,  general  evaluation  of  the  over-all  program  would  lend 
itself  admirably  to  a  staff  meeting  at  which  all  of  the  professional  recreation 
staff  would  be  in  attendance. 

Attendance  at  medical  lectures  was  agreed  to  be  one  of  the  best  possible 
means  of  preparing  the  staff  for  consultations  with  ward  doctors,  and  other 
physicians.  Through  this  means,  medical  terminology  and  its  meaning 
would  be  better  understood  and  contribute  to  move  intelligent  understanding 
by  all  concerned. 

It  was  agreed  that  all  recreation  personnel  should  find  time  and  be  cog¬ 
nizant  of  the  sources  for  appropriate  literature  and  resource  material. 
Through  this  media,  new  adaptations  and  techniques  would  be  learned  as 
well  as  addition  to  piogram  techniques  and  ideas  for  incorporation  in  the 
specific  or  over  all  recreation  program  could  be  determined. 

II  State  and  Private  Hospitals 

(A  Panel  Discussion) 

C.  X.  Carroll,  Director  of  Recreation,  State  Hospital,  Raleigh— Presiding 

Mr.  Carroll  expressed  the  desirability  of  recreation  departments  having 
good  working  relationships  with  all  other  departments  of  the  hospital:  doc¬ 
tors,  nurses  and  occupational  therapists. 

Mrs.  Beatrice  H.  Hill,  Consultant  to  Recreation  Rehabilitation  Service, 
City  of  New  York. 

Trends  in  New  York  City  Municipal  Hospitals,  regarding  recreation 
programs  were  discussed.  Six  years  ago  all  of  the  recreation  in  these  hospitals 
was  handled  by  volunteer  groups  with  no  professional  workers.  Today 
there  are  51  professional  recreation  workers  in  New  York  City  Hospitals. 

One  of  the  rehabilitation  centers  has  four  professional  recreation  work¬ 
ers.  Bellevue  Hospital  has  nine  and  an  additional  100  volunteers  who  work 
with  the  children. 
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Dr.  Ellen  Winston,  Commissioner  of  Public  Welfare  for  North  Carolina, 
Raleigh. 

Factors  Concerning  the  Planning  of  Hospital  Recreation  Programs:  There 
is  wide  range  in  what  is  now  being  done  in  the  way  of  planning  for  hos¬ 
pital  recreation  programs,  especially  so  when  both  State  and  private  mental 
hospitals  are  taken  into  account.  Whatever  the  institution  or  auspices,  it 
is  important  that  the  major  emphasis  be  upon  the  patient  himself.  We  need 
to  start  with  the  patient  in  terms  of  his  needs  and  his  history.  After  all,  he 
has  engaged  in  recreation  in  the  past  and  we  must  be  conscious  of  his  own 
interests  and  habits.  Planning  for  recreation  for  the  patient  is  not  some¬ 
thing  done  to  him  but  with  him.  Again  placing  the  emphasis  upon  the 
patient,  we  need  to  be  concerned  as  to  how  recreation  activities  may  help 

him  to  get  better  and  how  it  may  be  related  to  the  total  getting  well  proc¬ 

esses.  Any  recreational  activities  should  be  evaluated  in  terms  of  their 
therapeutic  and  rehabilitative  values  for  the  individual  concerned.  Will  they 
speed  recovery?  Will  they  help  the  individual  adjust  to  his  illness,  to  hos¬ 
pital  life?  Recreation  in  the  State  Hospitals  is  not  mass  produced. 

Having  started  with  the  patient,  we  next  need  to  evaluate  how  the  pro¬ 
fessional  staff  sees  a  recreational  program.  Does  the  medical  staff  and  the 
nursing  staff  see  the  benefits  to  patients  and  are  they  able  to  utilize  a 

recreational  program  effectively?  The  services  of  the  medical  staff  are 

definitely  needed  in  helping  the  recreational  staff  understand  the  indivi¬ 
dual  needs  of  patients  and  ways  in  which  the  program  may  be  more  effective¬ 
ly  geared  to  those  needs. 

As  in  most  programs,  money,  space  and  equipment  are  all  important 
factors.  Some  hospitals  are  much  better  off  in  these  respects  than  others, 
but  even  where  these  three  factors  are  limited,  there  is  the  question  of 
whether  the  recreational  staff  makes  the  best  utilization  of  the  funds,  the 
space,  and  the  equipment  available,  as  well  as  the  extent  to  which  skills 
are  applied  to  give  the  greatest  help  to  patients.  It  is  of  paramount  im¬ 
portance  that  the  recreation  staff  have  ability  to  understand  the  reactions 
of  the  patients  and  to  plan  programs  in  relation  to  individual  needs. 

Another  important  factor  concerning  planning  for  hospital  recreation  is 
ways  in  which  the  community  may  be  brought  into  the  hospital.  There  are 
many  opportunities  for  well  organized  volunteers. 

In  all  of  these  aspects  of  planning  for  recreation  the  timing  of  individual 
activities  in  relation  to  the  patient’s  progress  is  tremendously  important. 
This  calls  for  great  sensitivity  on  the  part  of  the  recreation  staff. 

Perhaps  in  planning  for  hospital  recreation  programs,  the  quality  to 
stress  most  is  imagination  —  imagination  with  regard  to  adapting  recrea¬ 
tional  skills  to  the  needs  of  patients,  imagination  in  terms  of  helpng  the 
patient  utilize  most  effectively  the  recreational  opportunities  an  institutional 
setting  presents,  imagination  in  gearing  the  recreation  program  to  the  medi¬ 
cal  program  for  the  patient  so  that  there  may  be  an  integrated  approach 
to  helping  him  benefit  most  from  the  hospital  experience. 

Mrs.  IF.  K.  Beichler,  Chairman,  Wake  County  Gray  Ladies,  Raleigh,  N.  C. 

7,900  volunteer  hours  have  been  given  in  the  past  year. 

Some  of  the  areas  of  service  include: 

1.  Work  with  post-lobotomy  female  patients  at  the  State  Hospital  in 
Raleigh.  An  attempt  to  bring  normal  activity  to  the  wards  is  made  in  using- 
music,  playing  cards  and  other  games  with  the  patients. 
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2.  Give  a  party  at  the  Veterans  Hospital  in  Fayetteville  one  day  each 
month,  and 

3.  Help  with  blood  drives. 

Dr.  Marian  M.  Fstes,  State  Hospital,  Raleigh,  N.  C. 

The  hospital  program  should  be  patient  centered.  Every  patient  should 
get  all  available  treatment  every  day.  These  things  are  important: 

1.  There  is  a  challenge  in  working  with  patients  who  are  out  of  contact. 
Preoccupied  people  must  be  stimulated  to  get  them  into  activity  —  barriers 
must  be  lowered  —  the  worker  must  give  a  part  of  himself  and  play  with 
these  patients. 

2.  Recreation  must  be  graded  in  order  to  meet  the  needs  of  the  patients. 
A  competitive  situation,  for  example,  may  be  traumatic  to  certain  patients. 

3.  Recreation  workers  should  know  some  of  the  problems  of  the  patient 
in  order  to  understand  the  treatment  goal. 

4.  Recreation  workers  should  be  constantly  aware  of  the  acute  sensitivity 
of  the  patient,  regarding  the  feelings  of  the  w’orker  for  the  patient. 
Reverend  Charles  N.  Hubbard,  Summarizer,  Raleigh,  N.  C. 

1.  Recreation  is  becoming  more  important  every  day. 

2.  Professional  recreation  in  hospitals  is  a  pioneer  field. 

3.  Recreation  is  no  cure-all. 

4.  We  need  pioneer  writers  and  publishers  of  hospital  recreation  literature. 

5.  Cooperate  and  get  the  support  of  the  American  Medical  Association 
and  the  American  Psychiatric  Association  regarding  hospital  recreation. 
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General  References 

Basic  Concepts  of  Hospital  Recreation,  Hospital  Recreation  Section  of  the 
American  Recreation  Society,  Sept.  1953. 

National  Society  for  Crippled  Children  and  Adults,  Inc.,  1945  120  p.  $1.00. 
Child  Treatment  and  The  Therapy  of  Play,  L.  Jackson  and  R.  M.  Todd 
The  Ronald  Press  Company,  15  East  16th  Street,  New  York.  1950  159  p 
$2.50. 

Clinical  Applications  of  Recreation  Therapy,  J.  E.  Davis 

Charles  C.  Thomas,  301-327  E.  Lawrence  Ave.,  Springfield,  Illinois.  1952 
The  Education  of  Specialists  in  Hospital  Recreation.  Hospital  Recreation 
Section  of  the  American  Society.  1953. 

Hearing  is  Believing,  Marie  Hays  Heiner 

World  Publishing  Company,  2231  W.  110th  Street,  Cleveland  2,  Ohio. 
1949  $2.00. 

How  to  Conquer  Your  Handicaps,  M.  B.  Ray 

Bobbs-Merrill  Co.,  Indianapolis,  Indiana,  1948  336  p.  $3.00 
How  To  Start  A  Recreation  Program  In  A  Civilian  Hospital,  Beatrice  H.  Hill 
National  Recreation  Association,  315  Fourth  Avenue,  New  York  City,  New 
York,  1952  $1.00 

Practical  Occupational  Therapy  for  the  Mentally  and  Nervously  III,  Louis 
J.  Haas 

Bruce  Publishing  C.o.,  400  North  Broadway,  Milwaukee,  Wisconsin.  1944 
Principles  and  Practices  of  Recreational  Therapy  for  the  Mentally  III,  Louis 
J.  Haas 


70 


Barnes  and  Noble  Inc.,  105  5th  Avenue,  New  York.  1936  $3.00 
Physical  Education  Activities  for  Handicapped  Children,  Dobbins  and  Aber¬ 
nathy 

University  of  the  State  of  New  York,  Albany.  1937  55  p 
Recreation  for  Physically  Handicapped,  Verna  Marie  Miller 
University  of  Wisconsin  Press,  Madison,  Wisconsin 
Recreational  Therapy  in  Convalescence  and  Allied  Subnormal  Health  Con¬ 
ditions 

F.  L.  Brush.  The  Sturgis  Fund,  New  York.  1920 
Rehabilitations  Its  Principles  and  Practices,  J.  E.  Davis 
A.  S.  Barnes  and  Co.,  232  Madison  Avenue,  New  York.  1946  264  p  $3.00 
Rehabilitation  of  the  Physically  Handicapped,  Henry  Howard  Kessler,  M.  M. 

Columbia  University  Press,  2960  Broadway,  New  York,  1947  $3.50 
Recreation  for  the  Blind,  C.  E.  Buell 
Sports  for  the  Blind,  C.  E.  Buell 

both  from  American  Foundation  for  the  Blind,  15  W.  16th  St.,  New  York, 
N.  Y.  1947,  139  p  $1.70 

Speech  Therapy  for  the  Physically  Handicapped,  Sara  S.  Hawk 
Stanford  University  Press,  Stanford,  California.  1949  245  p  $4.00 
Sports  for  the  Handicapped,  George  T.  Stafford 
Prentice  Hall,  Inc.,  New  York.  1947  334  p 
Use  of  Toys  in  the  Treatment  of  Cerebral  Palsied  Children,  Zita  Nathans 
National  Society  for  Crippled  Children  and  Adults,  11  South  LaSalle 
Street,  Chicago  3,  Ill.  1951  4  p  10 

ARTICLES  ON  HOSPITAL  RECREATION 

Articles  from  the  Recreation  Magazine,  published  by  the  National  Recrea¬ 
tion  Association,  315  Fourth  Ave.,  New  York  10,  N.  Y. 

“To  Learn  to  Laugh,”  April  1948  p  27 
“Substitute  Mothers”,  January  1949  p  464 
“Day  Camp  for  Children  in  Bed”,  April  1950  p  34 
“Games  for  the  Handicapped  Children”,  May  1950  p  93 
“Square  Dancing  for  the  Handicapped”,  September  1950  p  190 
“We  are  all  Handicapped”,  N.  J.  Pepper,  September  1950  p  193 
“Little  Bit  of  Happiness,  Kenny  Style”,  Wally  Lutz,  November  1950  p  298 
“Importance  of  Recreation  in  Rehabilitation,  The”,  Dr.  John  H.  Waterman, 
November  1951,  p  546 

“Puppertry  in  a  Neuropsychiatric  Hospital,”  Anne  Blood,  Dec.  1951  p  394 
“Recreation  in  Veteran’s  Administration  Hospitals”,  May  1951  p  214 
“Rocking  Chair  Recreation  Outmoded”,  Lester  Ivoritz,  October  1951 
“Recreation  in  Minnesota  State  Hospitals”,  Frederick  M.  Chapman,  Sept. 

1951  p  214 

“Ceiling  Projector”,  March  1952  p  548 

“Hobbies  Made  Profitable  for  the  Disabled”,  Dr.  Herbert  Rusalem,  Nov. 

1952  p  346 

“Handicapped  Go  Camping”,  Marllys  Victor,  January  1952  p  548 

“Hospital  Bed  Recreation”,  Barney  B.  Maticka,  October  1952  p  284 

“Inspiring  Publication”,  April  1952  p  39 

“New  Camp  for  the  Handicapped”,  January  1952  p  446 

“Play  Center,  Ogden,  Utah”,  November  1952  p  370 

“Part  of  My  Life,  A”,  Jacob  Twersky,  June  1952  p  137 


71 


“Recreation  in  a  Children’s  Hospital”,  Frances  Bralher  Ewing,  Nov.  1952 
p  331 

“Recreation  Part  in  Mental  Health”,  Dr.  George  E.  Gardner,  January  1952 
p  446 

“Reality— Through  the  Dance”,  Richard  Kraus,  November  1952  p  376 
“A  Successful  Project”,  December  1952  p  437 

“Recreation  for  Neurospyschiatric  Patients”,  Kahn  Reesehand  Nahl,  March 
1953  p  584 

“Recreation  Needs  in  a  Civilian  Hospital”,  Beatrice  H.  Hill,  Jan.  1953  p  494 
“Archery,  A  Hospital  Therapy”,  Archery,  October  1952 
“Emotional  Problems  of  Illness”,  Irene  M.  Josselyn,  M.  D.,  Science  Research 
Associates 

“Play  Therapy”,  Eloise  C.  Parker 

“Psycholotherapeutic  Aspects  of  Play”,  Mary  C.  Roland 

both  from  The  American  Journal  of  Occupational  Therapy,  September- 
October,  1952 

“Recreation  in  a  Mental  Hospital— A  Philosophy”,  Journal  of  AAHPE  &  R, 
Sept.  1952 

The  Journal  of  Health  Physical  Education  and  Recreation.  Each  issue  has 
a  special  page  devoted  to  Hospital  Recreation. 

Program  Aids 

Amusements  for  Invalids,  M.  Woodman 

William  Foulsham  &:  Co.,  Ltd.,  20-21  Red  Lion  Court,  Fleet  St.,  London 
1937  190  p  2  shillings 

Bedside  Manna,  F.  Scully,  1936  202  p  $2-00 
Fun  in  Bed,  F.  Scully,  1932  187  p  §2.00 

Just  What  the  Doctor  Ordered,  F.  Scully,  1938  188  p  §2.00 

More  Fun  in  Bed,  F.  Scully,  1934  238  p  §2.00 

all  from  Simon  and  Schuster,  Inc.,  1230  Ave.  of  the  Americas  (6th)  New 
York  20,  N.  Y. 

Bedtime  Fun  for  Boys  and  Girls,  R.  Zachlin 

George  J.  Mclwod,  Ltd.,  Toronto,  1934  86  p  §1.50 
Feeling  Better?  Amusements  and  Occupations  for  Convalescents,  C.  R.  Trow¬ 
bridge 

Dodd,  Mead  and  Company,  432  4th  Ave.,  New  York  1936  250  p  §2.00 
Food’n  Fun  for  the  Invalids,  F.  L.  Harris  and  D.  A.  Ridler 

M.  Barrows  and  Co.,  114  E.  32nd  Street,  New  York  1942  255  p  §2.00 
Fun  for  Stay-In-Beds,  M.  Jackson 

Saalfield  Publishing  Co.,  Saalfield  Square,  Akron,  Ohio.  1938  120  p  50c 
Fun  In  Bed  For  CJiildren,  V.  Kirkus  and  F.  Scully 

Simon  and  Schuster,  Inc.,  1230  Ave.  of  the  Americas,  New  York.  1935 

128  p  §1.00 

Fun  on  Paper,  C.  E.  Bracker 

Simon  and  Schuster,  Inc.,  1230  Ave.  of  the  Americas  (6th)  1941  32  p  98c 
Games  and  Field  Day  Programs,  E.  Slagle 
State  Hospitals  Press,  Box  500,  Utica,  N.  Y.  1933  140  p  75c 
Hospital  and  Bedside  Games,  N.  L.  Boyd 

H.  T.  Fitzsimmons  Co.  Inc.,  23  Jackson  Blvd.  1945  71  p  §1.00 
101  Ways  to  Entertain  Your  Child  When  Recovering  From  an  Illness  or 
Separated  From  Playmates 
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Noble  and  Noble,  Publishers,  Inc:.,  67  Irving  Place,  N.  V.  1932  151  p  $2.00 
Pastimes  for  Patients ,  Margueirte  Ickis 
A.  S.  Barnes  &  Co.,  101  5th  Ave.,  New  York  3,  N.  Y.  1945  284  p  $3.00 
Play  a  Bed  Book  for  Boys  and  Girls,  K.  YV.  Keene  and  J  Casman 
Seashore  Press,  Box  18,  Pelham,  New  York.  1949  128  p  $1.00 
Play-In-Bed-Fun ,  Caroline  Howitz 

Hart  Publishing  Company,  101  55th  St.,  1950  96  p  $1.25 
Play  for  Convalescent  Children  in  Hospitals  and  at  Home,  A.  N.  Smith 
A.  S.  Barnes  and  Company,  101  5th  Ave  New  York  3,  N.  Y.  1941  133  p  $1.60 
Recreation  is  Fun.  A  Handbook  on  Hospital  Recreation  and  Entertainment. 

American  Theatrical  Wing.  730  5th  Ave.,  New  York,  1949  115  p  $1.00 
Recreation  While  on  the  Mend  in  Hospital  and  at  Home 

National  Recreation  Association,  315  4th  Ave.,  New  York  10,  N.  Y.  1944 
100  p  $1.25 

Proceedings  of  the  National  Recreation  Congresses,  Published  by  the  Na¬ 
tional  Recreation  Association,  315  Fourth  Ave.,  New  York  10,  N.  Y.  $2.25 
Proceedings  of  the  30  National  Recreation  Congress,  1948 
“Recreation  in  Hospitals”  p  133-135 
Proceedings  of  the  31  National  Recreation  Congress— 1949 
“Planning  Recreation  for  the  Patients”  p  119 
“Volunteers  in  Recreation  in  Hospitals”  p  122 
“Professional  Education  for  Recreation  in  Hospitals”  p  124 
Proceedings  of  the  32  National  Recreation  Congress— 1950 
(See  Table  of  Contents  for  Hospital  Group  Meeting) 

Proceedings  of  the  33  National  Recreation  Congress— 1951 

“Recreation  and  Mental  Health  in  a  General  Hospital”  Dr.  Lyman  C. 
Wynne,  p  113 

Proceedings  of  the  34  National  Recreation  Congress— 1952 
“Hospital  Recreation”  p  161 

Proceedings  of  the  35th  National  Recreation  Congress— 1953 
“Hospital  Recreation” 

Music  In  Hospital  Recreation 

Bibliography  on  Music  Therapy,  Helen  Ann  Drinklage  (Editor) 

National  Association  for  Music  Therapy,  Chicago,  111.  1952  $1.00 
Music  in  Hospitals,  William  van  de  Wall.  1946  86  p  $1.00 
Music  in  Institutions,  William  van  de  Wall.  1936  457  p  $3.00 

both  from  Russell  Sage  Foundation,  505  Park  Ave.,  New  York,  N.  Y. 
Therapeutic  and  Industrial  Uses  of  Music,  Doris  Soilbelman  Columbia  Uni- 
versity  Press,  2960  Broadway,  New  York,  N.  Y.  1948  274  p  $3.00 
Music  in  Medicine,  Dorothy  M.  Schullian  and  Max  Schoen  (Editors) 

Henry  Schuman,  Inc.,  20  East  70th  Street,  New  York,  N.  Y.  1948  499  p  $6.50 
Music  Therapy,  1951,  Esther  Goetz  Gilliland  (Editor) 

Proceedings  of  the  Nat.  Assoc,  for  Music  Therapy,  Chicago  Musical  Col¬ 
lege,  64  East  Van  Buren  Street,  1951  $3.50 
Relax  and  Listen,  J.  Hallstrom 

Rhinhart  &:  Company,  Inc.,  232  Madison  Ave.,  New  York  16,  N.  Y.  1917  $2.50 
Victor  Book  of  Musical  Fun,  Tedd  Cott 
Simon  Schuster,  1230  Sixth  Ave.,  New  York,  1945  169  p  $1.50 
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Bibliographies 

Bibliography  on  Recreation  for  Physically  Handicapped  Children  and  Adults 
—  1949,  National  Society  for  Crippled  Children  and  Adults,  Inc.,  11  South 
LaSalle  St.,  Chicago  3,  111. 

Recreation  Bibliography—  January  1953 
American  Association  for  Health,  Physical  Education  and  Recreation 
A  Department  of  the  National  Education  Association,  1201  Sixteenth 
Street,  N.  W..  Washington  0,  1).  C.  Price  si. 00 

Directories 

A  Director  of  Agencies  and  Organizations  Concerned  with  Rehabilitation 
and  Services  to  the  Handicapped.  New  York  Times,  1947  10c 
Directories  of  Hospitals— Guide  to  Hospitals.  Published  annually  by  the 
American  Hospital  Association,  18  Division  St.,  Chicago  10,  Illinois 
To  learn  of  trends  in  Recreation  in  state  mental  hospitals  the  following 
pamphlet  may  be  purchased  at  25c  (postage  free)  from  the— American 
Psychiatric  Association,  Mental  Hospital  Service,  1785  Mass.  Ave.,  N.  W., 
Washington  6,  D.  C. 

“Recreation  Trends  in  North  American  Mental  Institutions,”  Daniel  and 
Vosbeugh. 

For  specific  information  relative  to  recreation  in  military  hospitals  write  to 
Miss  Lillin  A.  Summers,  National  Recreation  Consultant,  Service  in  Military 
Hospitals,  The  American  National  Red  Cross,  National  Headquarters,  Wash¬ 
ington  13,  D.  C. 

For  specific  information  relative  to  Recreation  in  Veterans  Administration 
Hospitals  write  to:  Assistant  Administrator  for  Special  Services,  Attention: 
Director,  Recreation  Services,  Veterans  Administration,  Washington  25,  D.  C. 

compiled  by:  North  Carolina  Recreation  Commission 
134  Education  Building  Annex 
Raleigh,  North  Carolina 
May  1953 


Hospital  Recreation  Conference  Registration 


Delegates  and  Program  Participants 


Andrews,  Ralph  J.,  Director 
N.  C.  Recreation  Commission 
134  Education  Building:  Annex 
Raleigrh,  North  Carolina 

Barham,  Mrs.  Alma 
Asst.  Dir.  of  Recreation 
Butner  Hospital 
Butner,  North  Carolina 

Batten.  Charles  P. 

Director  of  Recreation 
State  Hospital 
Goldsboro.  North  Carolina 

Beck,  Lois 
American  Red  Cross 
4050  Lindel 
St.  Louis,  Missouri 

Beichler,  Mrs.  W.  K..  Chairman 
Gray  Ladies  of  Raleigrh 
Raleigrh,  North  Carolina 


Bernard,  Eleanore  H. 

Chief  of  Recreation 
VA  Hospital,  Forest  Hills  Div. 
Augrusta,  Georgia 

Berryman,  Doris 
Memorial  Hospital 
Memorial  Center 
444  E.  08th  Street 
New  York  21.  New  York 

Bessey,  Doris,  ARC 
US  Army  Hospital 
Aberdeen  Proving  Gd.,  Md. 

Bevans,  Charles  G. 

VA  Hospital 
Tuskegee,  Alabama 

Blakeslee,  Anna  V. 

VA  Hospital 

1519  Ninetenth  Avenue 

Gulfport.  Mississippi 
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Bracken,  John  T. 

Veterans  Hospital 
P.  O.  Box  472 
Tuskegee,  Alabama 

Brandreth,  Mary  Jenner 
VA  Hospital 
Box  338 

Gulfport,  Mississippi 

Bream,  C.  C.,  Jr. 

Chief,  Recreation  Division 
Recreation  Service 
Special  Services,  VA 
Fairlington,  Virginia 

Briggs,  Jack  W. 

VA  Hospital 
Box  368 

Oteen,  North  Carolina 

Brightbill,  Charles  K. 

Professor  of  Recreation 
School  of  Physical  Education 
University  of  Illinois 
Urbana,  Illinois 

Brittain,  Mrs.  M.  R.,  ARC 
Box  777 

Chapel  Hill.  North  Carolina 

Brooks,  Mrs.  L.  M. 

Gray  Lady 
Box  1139 

Chapel  Hill,  North  Carolina 

Brown,  Betsy  B.,  ARC 

US  Army  Hospital 

Ft.  Monmouth,  New  York 

Cadmus,  Robert  R..  Director 
North  Carolina  Memorial  Hospital 
Chapel  Hill,  North  Carolina 

Caldwell,  Lucille 
Recreation  Department 
708  Church  Street 
Chapel  Hill,  North  Carolina 

Cannon,  Madoline,  ARC 
Recreation  Consultant 
Eastern  Area 
906  S.  Washington  Street 
Alexandria,  Virginia 

Carroll,  C.  N. 

Recreation  Director 
State  Hospital 
Box  7575 

Raleigh,  North  Carolina 

Carroll,  Charlie  D. 

Veterans  Hospital 
618  Day  Avenue,  S.  W. 

Roanoke,  Virginia 

Carruth,  Jim 

Encyclopedia  Britannica  Films,  Inc. 
Box  711 

Red  Springs,  North  Carolina 

Cleary,  Frances 
Recreation  Consultant,  ARC 
Eastern  Area 
3823  Milan  Drive — Apt.  2 
Alexandria,  Virginia 

Clemens,  Florence  E. 

Director  of  Recreation 
Eastern  State  Hospital 
Williamsburg,  Virginia 


C(.rnwell,  Oliver  K. 

Head,  Dept,  of  Physical  Education 
University  of  North  Carolina 
Chapel  Hill,  North  Carolina 

Couch,  Elizabeth  K. 

Recreation  Supervisor 
Brooklyn  State  Hospital 
Brooklyn,  New  York 

Coupar,  Katherine,  ARC 
425  Hatton  Street 
Portsmouth,  Virginia 

Cure,  Kathleen 

San  Antonio  State  Hospital 

226  Glamis 

San  Antonio,  Texas 

Davis,  Louise  H. 

VA  Hospital 

813  E.  45th  Street 

Richmond,  Virginia 

Davis,  Muriel  C. 

VA  Hospital 
Special  Services 
322  Granite  Avenue 
Richmond,  Virginia 

DeGaris,  Elizabeth  F. 

VA  Hospital 
147  Apple  Avenue 
Hampton,  Virginia 

Delaney,  Connie,  Student 
206  Cameron  Avenue 
Chapel  Hill,  North  Carolina 

Dixon.  Ben  L.,  Rec.  Director 
Alcoholic  Rehabilitation  Center 
Box  557 

Butner,  North  Carolina 

Douglass,  Frances,  ARC 

US  Army  Hospital 

Fort  Jackson,  South  Carolina 

Elkins,  Mildred 
VA  Hospital 
Durham,  North  Carolina 

Ellington,  Sam 
Recreation  Department 
VA  Hospital 
Roanoke,  Virginia 

Estes,  Dr.  Marion  M. 

Senior  Psychiatrist 
State  Hospital 
Raleigh,  North  Carolina 

Fink,  Ruth 

Dept,  of  PE  for  Women,  U.  N.  C. 
Chapel  Hill,  North  Carolina 

Givens,  Paula,  ARC 
US  Navy  Hospital 
Charleston,  South  Carolina 

Gould,  Henriette  C.,  ARC 
USAF  Hospital 
San  Antonio,  Texas 

Gould,  Raymond 
School  of  Social  Work 
University  of  North  Carolina 
Chapel  Hill.  North  Carolina 

Gregory,  Virginia,  Rec.  Specialist 
North  Carolina  Recreation  Comm. 
134  Education  Building  Annex 
Raleigh.  North  Carolina 
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Griffin.  Pat 

Intern  in  Hospital  Recreation 
Graylyn  Hospital 
Winston-Salem.  North  Carolina 

Griffin.  Mrs.  R.  A. 

Intern  in  Hospital  Recreation 
Graylyn  Hospital 
Winston-Salem,  North  Carolina 

Griffith.  Vivian,  ARC 
Service  Military  Hospitals 
3446  Conn.  Avenue,  N.  W. 
Washington,  D.  C. 

Grumman.  Russell  M. 

Director,  Extension  Division 
Box  1050 

Chapel  Hill,  North  Carolina 

Ham.  Dr.  George  C. 

Head,  Dept,  of  Psychiatry 
N.  C.  Memorial  Hospital 
Chapel  Hill,  North  Carolina 

Harnsbarger,  William 
Chief  of  Recreation 
VA  Center 

Martinsburg,  West  Virginia 
Herring,  Harriett 

Professor  of  Sociology.  Univ.  of  N.  C. 

Alumni  Building 

Chapel  Hill.  North  Carolina 

Hartwell,  Julyann 
Special  Services 
McGuire,  VA  Hospital 
2300  Monument  Avenue 
Richmond.  Virginia 

Hanft.  Mrs.  Frank  W. 

Gray  Ladies 
Bowling  Creek  Road 
Chapel  Hill,  North  Carolina 

Haun.  Dr.  Paul 
Clinical  Director 
Graylyn  Hospital 
Winston-Salem.  North  Carolina 

Hesmer,  T.  C. 

Veterans  Hospital 
Roanoke,  Virginia 

Hill.  Mrs.  Beatrice 
Rec.  Consultant 
Rehabilitation  Service 
205  East  62nd  Street 
New  York  City 

Hines.  Thomas  I..  Professor 
Rural  and  Industrial  Recreation 
State  College 
Raleigh,  North  Carolina 

House.  Robert  B..  Chancellor 
University  of  North  Carolina 
Chapel  Hill.  North  Carolina 

Hubbard.  Charles  S. 

Minister  and  Member 

N.  C.  Recreation  Commission 

Raleigh,  North  Carolina 

Hubert.  Muriel 
Director  of  Recreation 
Southeast  Louisiana  Hospital 
Mandeville,  Louisiana 

Hurst,  Price  H..  Jr. 

Veterans  Hospital 
Roanoke,  Virginia 


Jocher,  Katharine 

Inst,  for  Research  in  Social  Science 

Box  539 

Chapel  Hill,  North  Carolina 

Johnson.  Mrs.  Elsie 
Supervisor,  Rec.  Activities 
City  Recreation  Department 
Durham,  North  Carolina 

Johnson.  Edgar  W. 

Director  of  Recreation 
Graylyn  Hospital 
Winston-Salem,  North  Carolina 

Jones.  Randolph  M. 

VA  Hospital 

400  Bayview  Avenue 

Buckroe  Beach,  Virginia 

Jones.  Roberta.  Student 
University  of  North  Carolina 
Chapel  Hill,  North  Carolina 

Kaiser.  Miss  Helen 
Duke  Hospital 
Durham,  North  Carolina 

Karris,  Mrs.  Hazel  Stark 
DeJarnette  Mental  Hospital 
Box  270 

Staunton,  Virginia 

Kessler,  Paul 
Recreation  Director 
Mt.  Sinai  Hospital 
1878  Eighty-fourth  Street 
Brooklyn,  New  York 

Koulias,  Charies 
Chief  of  Recreation 
VA  Hospital 
1146  B  Avenue 
Perry  Point,  Maryland 

Lamm,  Jesse  M. 

Rec.  Director 
Caswell  Training  School 
Kinston,  North  Carolina 

Levine,  Annette.  ARC 

US  Army  Hospital 

Ft.  Bragg.  North  Carolina 

Madison.  Anne,  ARC 
US  Army  Hospital 
Camp  Atterbury,  Indiana 

Marchesi.  Lieta,  Student 
511  E.  Rosemary  Street 
Chapel  Hill.  North  Carolina 

Martin,  James  G. 

VA  Hospital 

Fayetteville.  North  Carolina 

Merrett,  Mrs.  J.  Newton 
Gray  Ladies,  Memorial  Hospital 
Apartment  L-29-A 
Chapel  Hill.  North  Carolina 

Meyer,  Harold  D. 

Chairman.  Recreation  Curriculum 
University  of  North  Carolina 
Consultant.  N.  C.  Rec.  Commission 
Box  1139 

Chapel  Hill,  North  Carolina 

Morgan,  Robert  F. 

VA  Hospital 
Box  459 

Kecoughtan,  Virginia 
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Moran,  Mrs.  Alice,  ARC 

Post  Hospital 

Ft.  Bragg,  North  Carolina 

Murdoch,  Dr.  J.  W. 

State  Hospital 
Butner,  North  Carolina 

McCall,  Ruth,  ARC 

US  Army  Hospital 

Ft.  Bragg,  North  Carolina 

McConnell,  Betty,  ARC 
230  Springs  Street,  N.  W. 

Atlanta,  Georgia 

Neely,  Mrs.  L.  C. 

VA  Hospital  Recreation 
221  Rutherford  Avenue,  N.  E. 
Roanoke,  Virginia 

Nicholson,  Russell  C. 

N.  C.  Council  of  Civil  Defense 
2212  Bernard  Street 
Raleigh,  North  Carolina 

Norton,  Dr.  Roy  R. 

State  Board  of  Health 
Raleigh,  North  Carolina 

Okun,  Mrs.  Beth 

317  W.  University  Drive 

Chapel  Hill,  North  Carolina 

Orion,  W.  H.,  Director 
Recreation  Service 
Veterans  Administration 
132  N.  Wayne  Street 
Arlington  1,  Virginia 

Parker,  Ty 

Student,  University  of  Minn. 

215  Eleventh  Avenue,  S.  E. 
Minneapolis  14,  Minnesota 

Pedersen,  Sarah  Tant 
Chief  of  Recreation  Section 
VA  Hospital 
Birmingham,  Alabama 

Philips,  Walter  Everett,  Student 
University  of  North  Carolina 
Chapel  Hill,  North  Carolina 

Pierce,  R.  P. 

Business  Manager 
State  Hospital 
Raleigh,  North  Carolina 

Preece,  Marion 
Field  Representative 
National  Recreation  Association 
2150  Pennsylvania  Avenue,  N.  W. 
Washington,  D.  C. 

Pratt,  E.  H.,  Area  Director 
Special  Services,  VA 
Atlanta,  Georgia 

Ridinger,  William  H. 

Director,  Concord  Rec.  Commission 
Community  Center  Building 
Concord,  North  Carolina 

Ryan,  Mrs.  W.  Carson 
Gray  Ladies 
P.  O.  Box  826 

Chapei  Hill,  North  Carolina 


Schuei  holz,  Wilson  J. 

VA  Hospital 

Ft.  Howard,  Maryland 

Sessoms.  Hanson  Douglas,  Student 
University  of  North  Carolina 
Chapel  Hill,  North  Carolina 

Smathers,  E.  Pauline 
Highland  Hospital 
36  Macon  Avenue 
Asheville,  North  Carolina 

Smolinski,  Louis  A. 

Special  Services 
VA  Hospital 
Oteen,  North  Carolina 

Stevens,  James  S.,  Jr. 

N.  C.  Recreation  Commission 
2921  Wade  Avenue 
Raleigh,  North  Carolina 

Summers,  Lillian 
ARC,  National  Rec.  Consultant 
The  American  National  Red  Cross 
National  Headquarters 
Washington  13,  D.  C. 

Taylor,  Mrs.  Martha 
Director,  Social  Service 
Butner,  North  Carolina 

Taylor,  Martha  Ann,  ARC 

US  Army  Hospital 

Ft.  Bragg,  North  Carolina 

Turner,  N.  Elizabeth 
Recreation  Worker,  ARC 
USA  Hospital 
Camp  Atterbury,  Indiana 

Waggoner,  Mrs.  Elizabeth  R. 

Box  3440 

Durham,  North  Carolina 

Walker,  Nancy,  ARC 
US  Army  Hospital 
Camp  Pickett,  Virginia 

White,  Mrs.  Gutrude  M. 

Recreation  Department — City  Hall 
Durham,  North  Carolina 

Wickware,  Pat,  ARC 
Valley  Forge  Army  Hospital 
Phosnixville,  Pennsylvania 

Williams,  Carol,  ARC 
US  Navy  Hospital 
Portsmouth,  Virginia 

Williams,  James 
VA  Hospital 
Route  1 

Durham,  North  Carolina 

Williams,  Martha 
Recreation  Dept.,  State  Hospital 
705  Mial  Street 
Raleigh,  North  Carolina 

Woleck,  Helen  F.,  ARC 
Murphy  Army  Hospital 
Waltham,  Massachusetts 

Gould,  Raymond 
School  of  Social  Work 
University  of  North  Carolina 
Chapel  Hill,  North  Carolina 
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The  Second  Southern  Regional  In¬ 
stitute  on  Hospital  Recreation  will 
be  held  in  Chapel  Hill  at  the  Uni¬ 
versity  of  North  Carolina  on  April 
7,  8,  9  and  10,  1 955-Thursday 
noon  through  Sunday  noon. 


PUBLICATIONS  OF  THE  NORTH  CAROLINA  RECREATION 


COMMISSION 


No. 

1. 

No. 

2. 

No. 

3. 

No. 

4. 

No. 

5. 

No. 

6. 

No. 

7. 

No. 

8. 

No. 

9. 

No. 

10. 

No. 

11. 

Twenty  Point  Program 

First  Biennial  Report 

Second  Biennial  Report 

Third  Biennial  Report 

Community  Recreation  in  North  Carolina 

Policies  and  Procedures 

Competitive  Activities  for  Children— A  Policy 
Statement 

Recreation  for  the  Aging 

Recreation  for  Rural  Living— A  County  Plan 

Fourth  Biennial  Report 

Hospital  Recreation 


The  Commission  publishes  general  information  of  services  to  the  field  of  recreation — 
organization  and  administration,  finances,  legislation,  areas  and  facilities,  program  planning, 
festivals  and  holidays,  party  materials  and  leadership.  Write  to  the  Commission  for  infor¬ 
mation. 

Report  of  Sports  Institute — 1948 

Report  of  Social  Recreation  Institutes — 1950 

Report  of  Playground  and  Camp  Counselors  Training  Institute — 1949 
Reprints  and  Addresses 

A  Midcentury  Declaration  of  Recreation  Policy — National  Recreation  Policies  Committee 
—1950 

Starting  An  Industrial  Recreation  Program — Carl  Skillman — 1946 
You  Can  Do  A  Better  Job — Charles  K.  Brightbill — 1949 

The  Value  of  A  Recreation  Program  in  Industrial  Recreation — John  D.  Eversman — 1947 

Recreation  A  Social  Force — Harold  D.  Meyer — 1950 

Recreation  for  Towns  and  Villages — Theresa  S.  Brungardt — 1950 

Bulletins 

Children  At  Play  (Prepared  in  cooperation  with  North  Carolina  Conference  on  Social 
Service — 1950 ) 

Special  Holidays — Christmas,  Halloween,  and  others 

Concerts  and  Lectures  in  Colleges  and  Universities  in  North  Carolina — 1949,  1950 
Packet  Materials 

Organizing  Recreation  Programs  in  Towns  and  Villages  in  North  Carolina 
Playgrounds — Organization,  Programs  and  Leadership 

Sports  and  Games — Minor  Sports,  Tournaments,  Homemade  Equipment,  Supply  Houses, 
State-wide  Activities 

Arts  and  Crafts — leather,  metal,  weaving,  glass  etching,  and  others 

Ideas  for  Home  Fun — A  series  of  six  mimeographed  bulletins  on  Recreation  Activities 


